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GASTRO-INTESTINAL DISEASES 





a drug of 


unusual 
interest 


Supplies : 

25 mgm. sugar-coated tablets. 
The average Drug Tariff 
Basic Cost of 24 tablets is 
3s. 6d. 

25 per cent solution for 
injection (25 mgm. per c.c.) 
in 2 cc ampoules. The 
average Drug Tariff Basic 
Cost of 10 x 2 ¢.c. ampoules 
is 14s. Od. 


AN M&B brand 
MEDICAL PRODUCT 


Detailed literature is available 
on request 


Manufactured by 


MAY & BAKER LTD 





larga CU 


CHLORPROMAZINE HYDROCHLORIDE 


a product with therapeutic possibilities in 
anssthesia, psychiatry, and general practice. 


Chlorpromazine affects the functional activities not only of the 
central but also of the autonomic nervous systems 

The property of this remarkable drug of most interest to the 
psychiatrist and to the general practitioner is its ability to 
produce an intrinsic and characteristic mental effect. After 
the administration of * Largactil ', the patient becomes compos>d 
and indifferent to his worries —and even to severe pain 
Moreover, he remains fully conscious and co-operative without 
any change in his intellectual faculties. * Largactil’ promises 
to be a valuable alternative treatment for the symptomatic 
management of those patients so frequently met with in general 
practice — the neurotics, the psychoneurotics, and those with 
allied psychosomatic disorders. The specific anti-emetic 
action of this new drug will be of interest to all concerned with 
the treatment of otherwise intractable vomiting. 


MAI770 
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Distributors: PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD *‘ DAGENHAM 


For contents of this issue see overleaf 








MAGSORBENT 


(brand of magnesium trisilicate B.P.) Powder and Tablets 


in the treatment of Gastric and 
Duodenal Ulcer, Uyperchlorhydria 


and Acid Fermentation 


In the Ministry of Health's comparative list Magsorbent 
is quoted at exactly the same price as the B.P. equivalent. 


All the products of Kaylene (Chemicals) Limited are 
in Category 2 or Category 4 in the Ministry of Health's 
Classified List, and are therefore prescribable on Form 
E.C.10. 


Samples and literature on request 


KAYLENE (CHEMICALS) LIMITED 


WATERLOO ROAD, LONDON, N.W.2 
Sole Distributors: ADSORBENTS, LTD. 
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For convenient penicillin therapy 


‘DISTAQUAINE?’ 
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preparations of procaine penicillin G 


Distributed by 
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JUDY'S IN 
TROUBLE 
AT SCHOOL 


““She’s at a difficult age under 
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4u) wh fre f [ dear and 
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on her young body and develop- 
ing mind . . . no wonder she’s 
run down. Looks like another 
case of Vitamin deficiency.” 
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The increased potency FORMULA 

Supavite is of particular gach AMBERCapsulecontains: 
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CRYSTAMYGIN Essential Facts 


Broad spectrum antibiotic preparation conta 


Description sodium penicillin streptomycin sulphate and 


dihydrostreptomycin sulphate 


Range of Provides combined antibacterial activity of Per 
A j cillin and streptomycin highly effective against 
ct vity gram-positive and gram-negative Organisms 


Mixed infection ¢.g. infections of urinary tract 


Indications Peritonitis, infected wounds either surgical or 
L 


acciental ; infections of the respiratory tract 

















By combining streptomycin and dihydrostreptomycin in 


Side Effects one injection, dosage of each form is halved and risk 


1 neurotoxicity from either antibiotic is thus red iced 





Single dose vials Containing 500,000 units odium pen- 


Packs cillin G, 0.25 gram streptomycin s iiphate and 0.25 gram 


dihydrostreptomycir sulphate 
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CHILD PSYCHOTHERAPY 
CURT BOENHEIM enables the 


A GUIDE TO OBSTETRICS 
IN GENERAL PRACTICE 


W. C. W. NIXON and ERIC B. 


HICKSON *‘ deserve commendation 
for giving us a book of reasonable 
size and price which deals essentially | 
with day-to-day practical issues.’— 
30s net 


B.M.J. 35 illustrations 


SIGNS & SYMPTOMS 


CYRIL MITCHELL MACBRYDE 
has edited this 
volume ‘and the practising physi- 
cian must be rare indeed who will 
not find much in it to interest and 
instruct him.’—Practitioner 


70s net 


comprehensive 


practitioner to assess those cases 
with which he can deal successfully 
and know which to referto a 
specialist. 


Second Edition 15s net 


| ENDOCRINE DIAGNOSIS 


H. UCKO’S new book ‘ contains a 
wealth of information which is 
largely based upon the author’s 
clinical experience . . . it will be of 
real value to those interested in 
clinical endocrinology.’ Clinical 
Journal 


84 illustrations 42s net 


156 illustrations 


3 90 OD 


| € 26 Ge G3 Gs Gs G2 G8 G2 Gs Es 8 €s Es 2 €8 G3 8 €8 8 €8 


GEGESSOSS S T A P L E s SG SEVGESESSES 


THE EXTRA PHARMACOP@IA 


(MARTINDALE) 
Volume 1, 23rd Edition 


In this new edition will be found information on the composition of practically 
every substance used in medicine, together with a concise summary of its use, 
its method of administration and its contra-indications, with abstracts of the 
world literature. The book gives details, with references, of the most recent 
innovations in medical practice. 

Details are provided on the toxicity of chemicals and drugs, on reports of 
cases of poisoning, and on treatment of overdosage. It is unlikely that any 
medicinal agent of established value has been omitted from the Therapeutic 
Index, which is about half as long again as that of the last edition and contains 
approximately 750 headings. 

Pp. xxii 1352. Price 55s. (postage Is.) 


THE PHARMACEUTICAL PRESS 
17 BLOOMSBURY SQUARE, LONDON, W.C.1 
(Publishers of the British Pharmaceutical Codex) 











Remittance with order is requested 
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— BUTTERWORTHS 


Latest Medical Publications 


MODERN PRACTICE IN ANAESTHESIA. Second Edition. Edited 
by FRANKIS T. EVANS, M.B., B.S., F.F.A.R.C.S., D.A. Advances in anae- 
thesia, improvement in technique and an ever-widening field all combine 
to make a new Edition of this famous work necessary. It has been brought 
entirely up to date and revised throughout, parts have been re-written and 
new chapters added. Once again a distinguished team has been assembled, 
maintaining the impressively high standard of the First Edition and presenting 
a complete survey of the most modern methods and theories in every 
branch of anaesthesia today. 

Pp. xv + 622 + Index. 222 Illustrations. Price 65s. net. 


MODERN TRENDS IN DISEASES OF THE EAR, NOSE AND 
THROAT. Edited by MAXWELL ELLIS, M.D., M.S., F.R.C.S. Important 
and advancing subjects in the realm of ear, nose and throat are presented in 
this new work, and not only is recent progress in the more obscure condi- 
tions fully covered, but the book also deals with the most modern views on 
simple cenditions and the profound effect the discovery of antibiotics has 
had on the approach to acute infections. 

Pp. x + 453 + Index. 140 Illustrations. Price 65s. net. 





MODERN TRENDS IN DERMATOLOGY. Second Series. By R. M. B. 
MACKENNA, ™.A., M.D.(Cambs.), F.R.C.P.(Lond.). So much has been 
achieved in the field of dermatology during the past five years that a further 
volume embracing the latest trends, but covering an entirely new range, is 
much needed to act as a complementary volume to th2 [successful First 
Series. The whole trend is to show the importance, not only of treatment of 
skin disease, but of the wider problems concerning the adaptation of man 
to his environment and the prevention of disease. Anatomy, physiology and 
functional treatment are given their proper place, with studies of specific 
problems and diseases and, finally, treatment. 

Pp. x + 327 + Index. 58 Illustrations. Price 63s. net. 


METHODS OF EXAMINATION IN EAR, NOSE AND THROAT. 
By W. G. SCOTT-BROWN, C.V.O., M.D., B.Ch., F.R.C.S. Ear, nose and 
throat conditions are such everyday occurrences in general practice—even 
more common where children are concerned—that the medical man will 
welcome this new book with its minute instructions in the methods of 
physical examination of this difficult region. Particular attention is paid to 
the complications involved in examining such areas as the larynx and the 
problems which may arise. 

Pp. ix + 100 + Index. 94 Illustrations. Price 18s. 6d. net, by post 9d. extra. 


BUTTERWORTHS, 88 Kingsway, London W.C.2 


SHOWROOM: I!-12 BELL YARD, TEMPLE BAR, LONDON, W.C.2. 
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OXFORD MEDICAL PUBLICATIONS 
JUST PUBLISHED 





A NEW (FOURTH) EDITION OF 
PHARMACOLOGY 
by J. H. GADDUM, Sc.D., F.R.S., M.R.C.S., L.R.C.P. 
Professor of Pharmacology in the University of Edinburgh 


Contents include:—Diet: Inorganic Salts and Fats—Vitamins 
Hormones of Known Structure—Hormones of Unknown Structure 
Central Nervous System: Stimulants—Narcotics—The Brain—Body 
Temperature—Sensory Nerves—Motor Nerve-Endings—Muscles- 
The Alimentary Canal—Circulation—Blood—K idney—Respiration 

-Proteins—Toxic Elements—Drugs which Destroy Life—Chemo- 
therapy: Worms and Protozoa. Bacteria—General Pharmacology 
Key to Chemical Names—Index. 


580 pages 89 illustrations 35s. net 


OXFORD UNIVERSITY PRESS 




















Do you read the authoritative illustrated articles in 


Medicine Illustrated? 


Annual subscription 40 shillings for 12 issues. Students and Ist year qualified 25/- per annum 


The Contents for January included Poliomyelitis Post-Inoculation Poliomyelitis 
P. M. MEENAN, M.D., F.R.F.P.S J. GRANT, M.D., D.P.H 
D.C.H -— 
The Acute Abdomen in Childhood , X Vaccinia 
G. C. BUNTON, F.R.C.S. Deafness in Children P. MACARTHUR, M.D., F.R.F.P.S 
M. R. DIX, F.R.C.S D.C.H 


The Use of Cortisone in Paediatrics Blood Disorders in Childhood Chest Diseases in Childhood 
B. WOLMAN, M.D., M.R.C.P., D.C.H A. PINEY, M.D., M.R.C.P H. JOLLY, M.D., M.R.C.P 


MEDICINE ILLUSTRATED, 21/2 SHAFTESBURY AVENUE, LONDON, W.C.2. Tem. 3087/7986 





Smportant announcement about Bismuth 


All restrictions on the use of Bismuth in medicine have now been removed 
and ample supplies are available 

Bismuth Salts are valuable in many gastro-intestinal complaints, including 
peptic ulcer. 

For diarrhceal disorders they are often as effective as the sulphonamides 
commonly used. They are much less expensive and quite non-toxic. 

Certain Bismuth preparations are also valuable externally in dermatology and 
have other important uses. 


Issued by Bismuth preparations may be prescribed on E.C.10 


MINING & CHEMICAL PRODUCTS LIMITED 


BISMUTH RESEARCH DEPARTMENT, 86 Strand, London, W.C.2 
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RECENT & FORTHCOMING BOOKS ——— 


MEDICAL TERMS: Their Origin and Construction 
By FFRANGCON ROBERTS, M.D. This book is a systematic exposition 
of the meaning of medical terms, written for people unversed in the classics. 
Will prove invaluable to doctors, medical students, nurses and others In 
preparation 6s. net 


MAN’S ANCESTRY 
By W. C. OSMAN HILL, M.D., F.R.S.E., Prosector, Zoological Society of London 
Based primarily on a course of lectures delivered in the University of Edinburgh, 
this work gives an up-to-date account of the whole evolutionary history of 
Man from the dawn of life on this planet. 192 pages. 101 illustrations. 21s. net 


ALMROTH WRIGHT: Provocative Doctor and Thinker 
By LEONARD COLEBROOK, F.R.S. The authorised life written by his friend 
and pupil. A vivid description of this great man’s life, work and opinions 
288 pages. Illustrated. 21s. net. 


ALETHETROPIC LOGIC 
By Sir ALMROTH E. WRIGHT, F.R.S. A Posthumous Work Presented by 
Gites Romanes, M.A. The result of many years of thought by a great original 
mind on the methods of logic and the application of clear thinking on human 


activities. 346 pages. Illustrated. 25s. net 


MANUAL OF UROLOGY 
By A. W. BADENOCH, M.A., M.D., F.R.C.S. Based on the author's wide 
experience of both urological and general surgery, this practical manual will be 
found valuable by general surgeons, teachers and postgraduates working for 
higher qualifications. 568 pages. 328 illustrations. Prospectus available. £5 5s. net 


EXTRASYSTOLES AND ALLIED ARRHYTHMIAS 
By DAVID SCHERF, M.D., F.A.C.P., and A. SCHOTT, M.D. “Never before has 
such exhaustive and comprehensive study of extrasystoles been presented 
undergone cover. This book is strongly recommended **Annals of Internal 
Medi@ime. 530 pages. 212 illustrations £5 5s. net 


PRO SS IN VENEREOLOGY 
By . WILLCOX, M.D. “ This epitome of progress provides signposts to 
the laboratory investigator, is valuable to the therapeutist, and indispensable 


to the medical writer."’—British Medical Journal. 208 pages. 30 illustrations 
21s. net 


THE VITAMINS IN MEDICINE Third Edition 
By F. BICKNELL, D.M., M.R.C.P., and F. PRESCOTT, M.Sc., Ph.D., 
M.R.C.P. * every physician and surgeon ought to have his copy for reference 
and study.”—Medical Press. 792 pages. 245 illustrations 70s. net 


TEXTBOOK OF PADIATRICS 
Edited by G. FANCONI, A. WALLGREN and W. R. F. COLLIS. This work, 
first published in German in 1951, represents the contemporary outlook of 
pediatricians on the Continent. 1,124 pages. 450 illustrations. 20 pages of 
colour. £7 7s. net 


WM. HEINEMANN - MEDICAL BOOKS - LIMITED 
99 GREAT RUSSELL STREET, LONDON, W.C.! 
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CHILEAN IODINE EDUCATIONAL BUREAU 


Selected publications— 


Iodine—Its Production and Industrial Uses Iodine Pharmaceuticals (2/6) 
Element No. Fifty-three | Todized Salt 

Plant Growth and Health Goitre in Animals 

World Goitre Survey Determination of Iodine 
Disinfection of Water Iodine Content of Foods (21/-) 
Iodine and Plant Life (15/-) alodine in Catalysis 

Calcium and Iodine Deficiency Fire Prevention by Iodine 
Influenza and the Common Cold Polarized Light Developments 
Iodine for Animal Health The Technics of Iodine 
Industrial Horizons Contrast Media for Radiography 


Available without charge except where indicated. 
To obtain copies, or advice and information 
concerning other aspects of iodine usage, write to :-— 


Chilean lodine Educational Bureau 
STONE HOUSE, BISHOPSGATE, LONDON, E.C.2 





THE MARCONI ELECTRO-CARDIOGRAPH 


THE ELECTRO-CARDIOGRAPH, TYPE TF 981 


is a compact direct-writing instrument carefully designed to combine 
a high standard of accuracy and reliability with convenience and 
simplicity of operation. Housed in a leather-covered metal case, this 
mains-operated Electro-Cardiograph is completely self-contained with 
stowage space for leads and accessories. The lead-switching provides 
for Standard Leads, Goldberger Unipolar Limb and Goldberger 
Unipolar Chest Leads; the direct-writing recorder is available with 
either an electrically-heated stylus or an ink writing pen as desired. 


MARCONI instruments . * 


Specialists in: 
Diather A 
Electro-Encephalograpt 


Therapeutic and Diagr 


MARCONI! INSTRUMENTS LTD., ST. ALBANS, 

HERTFORDSHIRE. ST. ALBANS 6161/7 

30 Albion Street, Kingston-upon-Hull. Phone: Hull Central 16144 

19 The Parade, Leamington Spa. Phone: | 

Managing Agents in Export: 

MARCONI § WIRELESS TELEGRAPH CO. LTD - MARCONI HOUSE - STRAND - LONDON, W.C.2 
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NYXOLAN - Hommel 


in OXYURIASIS 


This now established pre- 

scription is available as 

Dragées for older children 

and ambulant cases, as 

% : well as in syrup form 

& 

tee RED 

‘NYXOLAN’ = 
is non-toxic, dietary 


regimen unnecessary. 


i 
seeeeescees *MYXOLAN Somer 


COMPOSITION. Active ingredient: aluminium 8-hydroxyquinoline sulphate [Al (C,H,ON), 
3H,SO,). Syrup: 0.4%; Dragées: 120 mg. 
CLINICAL OBSERVATIONS. § Significant trials in medical institutions show that ‘ Nyxolan’ 


is a most reliable anthelmintic when used alone, i.e. without supportive purgation, enemas or anal 


counter-irritants. Abstracts from literature describing clinical results are available on request 


ADVANTAGES. ‘Nyxolan’ is not a dye; it is non-arsenical; it does not induce diarrhea 
dietary regimen is not necessary to its successful employment. It is entirely acceptable, even to infants 


INDICATIONS. Present clinical experience with ‘ Nyxolan’ refers to Oxyuris vermicularis 
Besides its indication in oxyuriasis ‘ Nyxolan ’ is the preferred treatment in cases of suspected oxyuriasis, 
¢.g. pruritus, anal eczema, masturbation and genital sensitivity in small girls, “ caecal irritation 
FORMS AND POSOLOGY. ‘Nyxolan’ is presented in liquid form (syrup) entirely 
acceptable to infants. Dosage: Under 6 years, 1 dessertspoonful thrice daily. The Dragées 
are more suitable for older patients. Dosage: 2 thrice daily between meals for 5 days 
discontinue for 10 days; repeat the course. 


PRESENTATION. Syrup: Bottle of 8 fl. oz.; Dragées 


Literature and samples available 


> 60's and 600’s (dispensing) 


% ‘Nysxolen’® & widely used im other countries under the name‘ Alexyn’. Net publialy advervited. 


HOMMEL’S HAMATOGEN & DRUG CO., 12: nonwooe no, Lomvon, 2024. 
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To Lessen the Fear of Mutilation.... 
Arrange for Prosthesis before Mastectomy 


The psychological hazards of mastectomy are generally recognised. A woman's fear 
of mutilation—of its effect on her appearance—is often as great as her fear of surgery 
itself. That is why arranging for the correct prosthetic replacement before surgery 
helps to minimize the psychic trauma —enabling the patient to face the adjustment 
period with more calm and assurance. 


The surgeon can prescribe Spencer Mastectomy Supports with complete confidence 
that they will meet both the medical and esthetic indications. The reason: Each 
Spencer Breast Support and Breast Form is individually designed, cut, and made 
for each patient. 

Wherever support is indicated for breasts, back, abdomen—for women, men, children 
—you will find Spencer demonstrably superior. 


For further information write to: 


SPENCER (BANBURY) LTD. 


Consulting Manufocturers of 
SURGICAL AND ORTHOPAEDIC SUPPORTS 


Spencer House : Banbury : Oxfordshire 
Tel. 2265 


Branch Offices 
LONDON : 2 South Audley Street, W.1 Tel. : GROsvenor 4292 
MANCHESTER : 38a King Street, 2 Tel. : BLAckfriars 9075 
LIVERPOOL : 79 Church Street, 1 Tel. : ROYal 4021 
LEEDS : Victoria Buildings, Park Cross Street, 1 Tel. : Leeds 3-3082 
(Opposite Town Hall Steps) 
BRISTOL : 44a Queen’s Road, 8 Tel. : Bristol 24801 
GLASGOW : 86 St. Vincent Street, C.2 Tel. : CENtral 3232 
EDINBURGH : 3a George Street, 2 Tel. : CALedonian 6162 
APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 
Trained Spencer Retailer-Fitters resident throughout the Kingdom, name and eddress of nearest Fitter 
Coovright supplied on request. 
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NEUTRAPHYLLINE 


Dihydroxypropyl-7-theophylline 
a new theophylline derivative 


SOLUBLE STABLE NEUTRAL 


NEUTRAPHYLLINE has all the properties of dissolved 
theophyllines, but none of their disadvantages. 


It occurs in the form of a bitter crystalline powder, 
very soluble in water. Its aqueous solutions are 
neutral in reaction. It is completely stable, well 
tolerated and five times less toxic than aminophylline. 


The clinical advantages of NEUTRAPHYLLINE in the 
treatment of angina pectoris, myocardial infarct, coro- 
nary disease, cardiac dyspnoea, hepatic colic and 
asthma are :— 








(a) Intramuscular injections are painless ; 
(b) Intravenous injections are perfectly well tolerated ; 


(c) Eective oral or rectal administration is possible 
without undesirable side effects. 


NEUTRAPHYLLINE is available in tablet, ampoule and 


suppository forms and also in tablet and suppository 
forms in association with Phenobarbital. 


Samples and Literature are available on request 


CONTINENTAL 
- LABORATORIES LTD 











101 GREAT RUSSELL STREET, LONDON, W.C.1 


“TAXOLABS,” Phone, London 


Telephone: MUSeum 2042-3 & 0626. Telegrams 
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Armour against pain 


Three thousand years of seeking added little 
else but “Sweet Vitriol” and the poppy to man’s 
armoury against pain. Today, medical science has at 
hand the widest range of apparatus—-for anesthesia 
in the theatre, analgesia and oxygen therapy in the 
ward—perfected and made by THE BRITISH OXYGEN 


COMPANY. 





With the apparatus the B.O.C produces the 
gases, and with the gases, a service which responds 
promptly to any need. 


THE BRITISH OXYGEN CO. LTD 


MEDICAL DIVISION 


Great West Road 
Brentford 
Middx. 


SERVICE AS UNIVERSAL AS THE NEED 
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an antibiotic 
of choice? 


A DRUG OF CHOICE... ADVANTAGEOUS 
against staphylococe i—because of the because the spec ial acid-resistant coating 
high incidence of staph ylococcic Abbott , and Abbott's built-in disint yrat 


resistance to other antibiotics. dispersal and absorption in the upper 


A DRUG OF CHOICE.. ERVTHROCIA . 


, I Nit f 
Su nm pharyngitis, fonstiitis ari ver 
orally against streptococcal and is indicated in pharyngitis, tonsil . ' 


, ' ' 
j mCUINO? TySIpeld steomyelitis, pyoderme 
pneumococcal infections, when pneumonia, erysipetas, osteomyel pyoderma 


, the. ) tie 
patients are sensitive to other and osher conditions. 


antibiotics or these cocci are resistant ar 
A DRUG OF CHOICE... 


re , Sa 
because it does not materially aiter I 


) ntestinal flora ; gastro- i aa a : 
a ay ims: gum ABBOTT LABORATORIES LTD 
intestinal disturbances are rare ; no PERIVALE, GREENFORD, MIDDLESEX 


serious side effects reported. 
* TRADE MARK ERYTHROMYCIN 
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What can you 


do for my 


Rheumatism. 
Doctor? 


What a problem faces you 

when such a patient asks 

this question! You can, 

however, alleviate the 

painful symptoms by pre- 
scribing succinate-salicylate 
therapy in the form of Berex. 

In rheumatic fever and rheuma- 

toid disease the value of salicylates 
—in high dosage — is established 
beyond question.* But until recently 
the efficacy was offset by the toxic effects. 


Now, by providing a combination of salicylate and succinate, 

Berex enables a massive dosage of salicylate to be administered 
without lowering the prothrombin level, with less gastric 
disturbance and with the encouragement of tissue respiration. 


* British Medical Journal, 1, 1152 (1952) 


SUCCINATE-SALICYLATE THERAPY 


BE R KX for the relief of symptoms 
‘on aa b ae associated with all 
rheumatic disorders 


FORMULA : Calcium Succinate 2.8 Gr. Acetylsalicylic Acid 3.7 Gr. 


A professional sample will be gladly sent on request. 
BEREX PHARMACEUTICAL CO. - MEDICAL DEPARTMENT - 109 JERMYN STREET - LONDON - S.W.1 
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AN EFFECTIVE 


Effective diuretic therapy by oral administration is now made possible by MERCLORAN. 
In many cases one tablet a day, equivalent to 1omg, mercury, has been sutticient to keep 
cardiac patients free from oedema. Where more intensive treatment is needed 
MERCLORAN, being well tolerated by the majority of patients, can be taken more 
often and in increased doses. The need for injection is thus frequently eliminated. 


In severe cases, it is often desirable to initiate treatment parenterally, in which case the 
chemically related compound MERCARDAN (meralluride Sodium U.S.P.) is available. 


IN BOTTLES OF 25 AND 250 TABLETS 
iM R F 10 R AN ano MERCARDAN For PARENTERAL USE 
CHLORMERODRIN N.N.R 


= PARKE,DAVIS &COMPANY,LTD. (Inc. U.S.A.) HOUNSLOW, MIDDLESEX. Telephone; Hounslow2361 
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Resentment 
and 
Hostility 


The importance of the emotional background in the aetiology of peptic 
ulcer is widely recognised. Further confirmation is provided by the 
increase of gastric acidity shown to follow certain emotional disturbances 
such as those involving resentment and hostility. 


Protection of the ulcer from the corrosive action of gastric juice is an 
essential condition of successful healing entirely fulfilled by ‘ Aludrox’ 
Amphoteric Gel. 


*Aludrox’ buffers gastric acidto a pH of 3.5 to 4.0, at which level 
healing may proceed and the risk of alkalosis is avoided. Normal 
digestion is unimpaired and, in addition, ‘Aludrox’ provides the 
physical protection of a gel barrier over the surface of the ulcer, thus 
ensuring a safer environment for the reparative processes. 


‘ALUDROX’ 


Trade Mark 


Cece) 


John Wyeth & Brother Limited, Clifton House, Euston Road, London, N.W1 
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treatment of 
peripheral 


vascular 


disorders 


Ronicol’ 


‘ 
ess 


a new “ in 
VASODILATOR 

longer acting than 

nicotinic acid 

with fewer 


side effects 
A ROCHE PRODUCT 


D, 15 Manchester Square, London, W.1! 
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A Hospital Report 


Foremost among 


the tonic restoratives 


Afspecial formulation, its delicate flavour rendering 
it acceptable to the most fastidious palate and 
representing Vitamin B,, Lig. Extract of Malt, 
the Glycerophosphates of Iron, Magnesium and 
Potassium, and Pepsin, together with Strychnine 
Hydrochloride 1/200 grain in each fluid drachm. 
It is indicated in devitalized conditions as it improves 
appetite and increases mental and physical activity 


Available in 4-oz.; 8-oz. 16-02.; 40-oz. and 
80-oz. bottles 


TOWALIX 9 


FERRIS 
5 pri frie " reiie 
BRISTOL 
. two gastric ulcer patients Telephowe 2138 Ielegrams FER 
experienced relief of symptoms 


after 2 to 3 days. Two who did 
not improve had large eroding 











ALLEVIATE PAIN CONTROL pl 
ACCELERATE HEALING: 


. all duodenal ulcer patients 
received symptomatic relief; 
ten after 1 day, four after 2 


days, two after 3 days. 


The 

Medicat 
Management 
of Gastro- 
Duodenal 
Ulceration 


RIS BRISTOI 





ulcers necessitating operation 


TABNET 
Tablets may 
be prescribed 
on Form 
E.Cl0. 


Ke THE NUFFIELD 


. . x-rays showed healing after 
10 days of TABNET treatment 
and complete healing after 20 
days, except the two referred to 
above. 

. in addition, 20 ambulatory 
patients received TABNET 
therapy and all became symp- 
tom free within a short period. 
FORMULA: Each tablet contains: 
Dihydroxy aluminium amino- 
acetate 250 mgm. Glycine 30 
mgm. Available in bottles of: 100 
tablets 7/- plus P.T. and 1,000 
tablets 62/- plus P.T. 


TABNET 


DIHY DRO) 


ALUMINIUM | AMINOACET AT 


CALMIC LIMITED 
CREWE HALL - CREWE - Tel. 





FOUNDATION 
MEDICAL FELLOWSHIPS 


As part of its programme for the advance- 
ment of health the Nuffield Foundation is 
prepared to award a number of fellowships 
to highly qualified men and women of the 
United Kingdom, usually between the ages 
of 25 and 35, who wish to train further for 
teaching and research appointments in any 
branch of medicine. 


Applications for awards in 1954 must be 
received not later than Ist May, 1954 


The conditions of these fellowships and 
the application forms are obtainable from the 
Director, The Nuffield Foundation, Nuffield 
Lodge, Regent's Park, London, N.W.!. 


L. FARRER-BROWN, 
Director of the Nuffield Foundation 
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NOW WIDELY PRESCRIBED... 
Transvasin 


Contains skin-penetrating esters of 
salicylic, nicotinic, and p-aminobenzoic 
acids. It brings real relief to 
deep-seated muscular rheumatism 

by simple inunction. 


lransvasin, a new preparation developed by Hamol 
S.A., our Swiss associates, and now available for 
prescription in this country, contains esters of sali- 
cylic, p-aminobenzoic and nicotinic acids. These 
esters, being both water- and fat-soluble, readily 
pass the skin barrier in 

therapeutic quantities and 

enable an effective concen- 

tration of the drugs to be 

built up where they are 

needed. Transvasin not 

only induces vasodilation 

of the skin with a superficial 

erythema but also brings 

about a deep hyperaemia 

of the underlying tissues. It 

is completely non-irritant 

and can be safely used on 

the most sensitive skin 

It is now being widely pre- 

cribed, with highly success- 

ful results. There is evi- 

dence, also, that since a 

very small quantity is suffi- 

cient for each application 

the cost of treatment is ex- 

tremely low 


i Ld 





Transvasin is available in loz 
Salicylic acid tetrahydrofurfuryl-ester 14°, tubes at 3/4% plus 74ed P.T 
2° which are obtainable on form 
E.C.10, and is not advertise 
to the public 

Samples and literature will 


Nicotinic acid ethyl-ester 
, 


Nicotinic acid n-hexyl-ester 


e 
p-Aminobenzoic acid ethyl-ester 2 
” 


Water-miscible cream base ad 100% be gladly sent on application 





LLOYD-HAMOL LTD. 3 ST. JAMES'S SQUARE, LONDON, S.W.1 WHitehall 8 
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TONSILLITIS ~ INFLUENZAL COLDS 


ANALGESIC AND ANTIPYRETIC 


A considered formulation 
eliminates the side effects 
of constipation and 
depression. HYPON TABLETS 
alleviate pain rapidly, 
disintegrating in 10-15 
seconds thus ensuring the 
maximum therapeutic 
value. HYPON TABLETS are 
invaluable in febrile states. 


Literature 
and Samples 
available on 

request 
from the 
Medical 


Department FORMULA: Acid. Acetylsalicyl. BP. 


~ 40 22%; Phenacet. B.P.— 
48.00% ; Caffein. B.P.—2.00% ; 
Codein. Phosph. B.P.—0.99% ; 
Phenolphthal. B.P.—1.04% ; 
Excip.—17.75%. (Each tablet 8 
grains) Packs: 10, 50, 125, 250. 
TAX FREE DISPENSING PACKS: 





CALMIC LIMITED 
CREWE HALL, CREWE TEL.: 3251-5 
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VETERAN ROLLER 
CABINETS 


THE 
DOCTOR'S 
CABINET 


Specially designed and made for medical 
record cards, 8” high x 5° wide; on rollers 
for easy running 
Patterns 703 without Lock 

7O03L with Lock 


Enquiries to 


ST. STEPHENS PRESS (London) LTD 
(Prop. Craddock & Craddock Ltd.) 


7 Fisher Street, London, W.C.|! 


a Cesira Mask 


for 
SURGEONS 
and NURSES 


Made by: Robinson & Sons 


Led., Wheat Bridge Mills, 
CHESTERFIELD 


BACTERIOLOGICALLY TESTED AND 
SPECIALLY DESIGNED FOR THE 
‘PREVENTION OF DROPLET INFECTION 


After many bacteriological experiments this mask was 
|designed to arrest all droplets from the mouth and 
|Nose, and so to prevent contamination during operation 
The “Cestra’’ Mask consists of 4 layers of fine dental 











gauge. it fastens securely under the chin, has an air 
gap at the sides, is comfortable to wear for long 
periods and may be easily sterilized 
Obtainable from Chemists and Medica! Stores 
London Office: King's Bourne House, 229/23! 
High Holborn, LONDON, W.C.! 
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Dalmas Trans- 
parent Wound 
Dressings are 
easily applied, re- 
main securely in 
situ and permit 
instant inspection 


of the wound until 
healed. 








See the state of the wound at a glance. See why many 
hospitals are enthusiastic users of Dalmas Transparent 


Wound Dressings. 


Tramsparest Deve 

th img sealed awd patremt 

Oxvde taking 4 bath within 

strappeng. Clips have @ werk of his opera 
been remored trom 


A descriptive leaflet which gives the results of pathological 
tests and of a clinical trial on more than 1,000 surgical 
cases will be sent on request 


DALMAS 


TRANSPARENT WOUND DRESSINGS 


MADE BY DALMAS LTO 
LEICESTER & LONDON ' ESTO. 1823 


Impacted Wax 


Removed swiftly 


and safely 


Even severely impacted wax can now 
be safely loosened, softened or dissolved 
by Cerumol. Pressure syringing is no 
longer necessary 
Cerumol was clinically tested in a London 
hospital and is an accepted product for 
use in a large number of hospitals and 
general practices throughout the country 
It is included in Category No. 4 in the 
Classified List of Proprietary Preparations 
issued by the Ministry of Health, and 
may therefore be prescribed on N.H.S 
form E.C. 10. Price under the National 
Health Scheme, 2s. 8d. per 10 c.c. vial 
with separate dropper. Also packed in 
2 oz. and 10 oz. bottles for hospital use 


Safe, Efficient, Anti-bacterial. 
Saves Time and Trouble. 


Obtainable through your chemist. 


CERUMOL 


ee 


EAR DROPS 


A product of The Laboratories 
for Applied Biology Ltd., London, N.16. 


Professional sample and literature available 


on request from the distributors 


TAMPAX LIMITED, 


Medical Dept., 110 Jermyn St., London, S.W.1 


Telephone : Whitehall 8696 
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URINARY AMMONIA DERMATITIS | isis Chains 


eo , 
. a, ' : 
ae own advice! 


now watch me take my 


ioe sleep sweeter- 


asi Pe ot ~ Maternity 

i are clinics show e 

(oF cases 0 | ourn-vita 
within one week of treatment p made by Cadburys 


with DRAPOLENE and did | eee’ 
Not recur with its continued | 








use aS @ preventive. 
DRAPOLENE contains 
Benzalkonium chloride, a 
ne"monium compound. PROBLEM CORNER 
FORMULA: tae, Yf Available in: 


0 01% in a water 2 os. tubes (36/- doz.) | EDUCATION, we are told, is not so 
miscible base. 


much a matter of knowing the facts as 
knowing where to find them. In mat- 
ters of finance, you will find ‘the facts’ 
at the Westminster Bank. Special 
departments exist to advise on Overseas 
trade, to help with customers’ Income 
Tax problems, to obtain foreign cur- 
rency and passports, to act as Executor 
oe or Trustee, to . . . But why go on? We 
DRAPOLEN E have said enough to show that, when 

CREAM problems like these arise, the simplest 
thing to do is to leave them in the 


lb. and 4ib. dispensing 
jars (16/- Ib.) 


Literature available on request from the efficient hands of the Westminster Bank 
Medical Depariment 


CALMIC LIMITED WESTMINSTER BANK 


LIMITED 


CREWE HALL - CREWE 
Tel: 3251-5 





ANNOUNCEMENTS 


—— HORMOTONE*T” 


Naturally Occurring Oestrogens for Oral Therapy 








Each tablet contains 1,000 international units of natural 
oestrogenic hormones combined with 1/10 grain thyroid 
and acts directly upon the endometrium, inducing hyper- 
plasia of the uterine mucosa. Indicated in cases of oestro- 
genic deficiency, including menopausal symptoms, 
amenorrhoea and hypomenorrhoea. 


Bottles of 40 and 250 specially coated tablets 


Professional samples available on request 


G. W. CARNRICK CO. 


Distributors: Brooks & Warburton, Ltd., 232-242 Vauxhall Bridge Road, 
London, S.W.1 Tel. Vic. 1282 














Not whether but how 


FERROUS SULPHATE is mow recognised as the most efficient 
form of iron treatment for hypochromic anemias. The 
question is therefore not “ whether”’ but “how” it should 
be administered. 


The preparation should not be too bulky, nor cause 
gastro-intestinal upset, yet it must disintegrate quickly 
and produce maximum hzmatopoietic response. 

In ‘ PLastuLes’ ferrous sulphate is presented in its most 
attractive form—in a semi-solid base in a capsule which 
rapidly dissolves in the stomach, thus ensuring maymum 
absorption. ‘PLASTULES” induce a rapid response without 
gastric upset. 


*PLASTULES’ are available in three varieties: Piain 
with Liver Extract: and with Folic Acid 


*PLASTULES’ Hematinic Compound 


Trade Mark 


JOHN WYETH & BROTHER LTD., CLIFTON HOUSE, EUSTON ROAD, N.W.1 
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\ Tried and Irue- , ‘ 


% Made from the finest Sheffield Steel, Swann- 
Morton surgical blades are individually tested 
for keenness and flawlessness— then steril- 

ised and coated with pure Vaseline to 

reach the surgeon's hands in per- 

fect condition. Handles are of 

stainless metal, precisely 

machined to ensure that blades 

fit accurately and rigidly. There are eleven 


types of blade, as illustrated, and three types of handle. 


Swann-Moston 


W.R.SWANN & CO LTD* PENN WORKS: SHEFFIELD * ENGLAND 


~ A COMPREHENSIVE THERAPY 
for all types of Leucorrhoea 


que 0 1.u. 

(mw 00 # 

ENICILLND ce 100. ve proonnions 
(preond 


‘TAMPOVAGAN: (CHTHYOL 5% and 10% 


(cervical! inflammation after childbirth! 


*» Menopo, 
SO! why) Otrap hye aan 


m frum 
Ute 
EASILY SOLUBLE PESSARIES OF rapaea AMD g 


() 


es . sey ° 
self.administered by patient ~ 


* Other varieties include: Lactic acid 5%; Choleval 1%; Penicillin 5,000 i.u.; Stilbeestrol O.Smg. 


® Literature and samples available on request * May be prescribed on Form E.C./0. 


* Packings:—Containers of 12, 50 and 100. 


CAMDEN CHEMICAL CO. LTD 


Reference :—*The Practitioner, (1950) 165, 144-145 


61 Grays Inn Road - London, W.C.! 
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*PABYIRN? prepa:ations of the steroid and 


trophic hormones are available as follows: 


Chorionic Gonadotrophin B.P 
Deoxycortone acetate B.P 
Ethinyl oestradiol B.P 
Ethisterone B.P 
Methyltestosterone B.P 
Oestradiol monobenzoate B.P 
Oestrone B.P. 1948 
Progesterone B.P 

Serum Gonadotrophin B.P 
Testosterone propionate B.P 


Details of the above and of * Pabyrn'’ Vitemin and Liver preparatio 


Paines & Byrne Ltd., Pabyrn Laboratories, 
Greenford, Middlesex. 


Telephone : PERivale 1143 (5 lines) Telegrams Glands Greenford 

















ADVERTISED AND INTRODUCED ONLY TO THE MEDICAL PROFESSION 


BORNOLIN 


FOR TREATMENT OF BURNS, SCALDS AND SEPTIC WOUNDS 





Bactericidal, Soothing, Healing properties 


Ol. Morrhuae, Ol. Hippoglossi, Vitamin D in sterilized soft paraffin 


The urgency of treatment for Burns and Scalds 
is well supported by BORNOLIN 





te Pain immediately relieved, loss of serum checked, progressive 
and rapid healing promoted, with minimal scarring * 





BORNOLIN DRESSINGS DO NOT ADHERE 
[Packings and Basic N.H.S. Price: Tube of 40gm. 2/3 each. Itb. Jar 20/- net. 
SAMPLE AND LITERATURE ON REQUEST 
BENGUE & CO. LTD., Manufg. Chemists, Mount Pleasant, Alperton, Wembley, Mddx 
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Indicated in Feverish Conditions, Teething, 
Minor Muscular Pains and other ailments of 


Children 


A SAFE AND ACCURATE DOSE OF ASPIRIN — There is little fear of an anxious 
mother giving too large a dose of Angiers Junior Aspirin for Children. 
Each tablet contains 1} grains of Aspirin. 

IN AN EASY TO TAKE TABLET — The pleasant orange flavour and sweetening 
in this small pink tablet makes Angiers Junior Aspirin acceptable to 
children even if sucked or chewed. 

WITH A SAFEGUARD AGAINST GASTRIC IRRITATION— The combination of 
di-calcium phosphate with the aspirin guards against any irritation 
caused by the acid effect of aspirin alone. 


Acid. Acetylsalicylic. 1.25 grains. Di-Calcium Phosphate 1.50 grains, 
orange-flavoured and sweetened. 


ANGIERS sunk ASPIRIN 


for children 


FOR ADULTS. A palatable tablet incorporating Di-Calcium Phosphate makes 
this preparation especially valuable for use by those adults to whom plain 
capita is unacceptable. Four “Junior” tablets equal the normal 5-grain dose. 


ANGIER CHEMICAL CO., LTD. LONDON, S.E.I. Laboratories, South Ruislip, Middlesex. 








in the treatment of 


LEG ULCER 


“Fo9 "—available in capsule, 
liquid and ointment forms—is a 
concentrate of the active isomers 
of linoleic and linolenic acids, of 
the highest achievable purity and 
standardized biological activity. 
It is indicated in skin disorders 
due to essential fatty acid defi- 
ciency of dietetic or “‘absorption” 
origin, i.e., chronic furunculosis, 
eczemas of various types in- 
cluding infantile eczema and in 
some cases of acne. It is also 
excellent in the healing of all 
wounds free from serious in- 
Photograph taken on 20th Photograph taken on 28th March, — greeny eg — 
December, before treatment with 1951, after 14 weeks’ treatment Sufficient success has also been 
reported to warrant its use—as 


“Foo”. Diagnosis, leg ulcer with “ Fog”. Qne capsule and 
unhealed since 1916 one application of ointment daily an unsaturated substance—in the 


treatment of psoriasis. 


Literature on request 
INTERNATIONAL LABORATORIES LTD. Dept. PR22, 205 HOOK ROAD, SURBITON, SURREY 
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Piogylas 


For CARDIOVASCULAR-RENAL DISEASES 


Each gelucap contains a concentrate of natural esters (d, alpha tocopheryl 
acetate) from vegetable oils, type VI, equivalent to 75 mg. dl, alpha toco- 
phery! acetate (i.e. 75 international units). 
VITA-E is the genuine natural Vitamin E used by the 
Shute Institute and recommended by the Shute Founda- 
EXTENSIVELY tion for Medical Research and is sold under no other 
PRESCRIBED ON name. Physicians abroad are warned against using any 
E.C.10 FORMS IN THE brand of vitamin E not labelled in terms of international 
UNITED KINGDOM units as per standard of the League of Nations. VITA-E 
is manufactured in England and is available in all 
countries so substitutes should be avoided. 
Also available a complete range of endocrine and endocrine-vitamin prepara- 
tions in¢luding BIOGLAN-A/R capsules for rheumatism, arthritis, rheumatoid 
arthritis and fibrositis (based on the same cortical principle as CORTISONE). 


THE BIOGLAN LABORATORIES LTD., HERTFORD, HERTS. 
Tel. Address: ** BIOGLAN TOLMERS” Phone: CUFFLEY 2137 Literature on request 


75 1u_pergelucap 








Genuine Lastonet surgical stockings 
COMBINE LIGHTNESS 
WITH FULL EVEN SUPPORT 


Real Lastonet stockings are made from 

a specially fine elastic net which has an 
equal stretch in all directions to afford an 
even degree of support. As the net expands 
and contracts it gently massages the limb 
with positive benefit to the vein walls 
Every Lastonet stocking is, of course, made 


individually to the patient’s measurements 


MADE ONLY TO MEASURE 


E-L-A-S-T-I-C 


FEATHERWEIGHT NET STOCKINGS 
GUARANTEED FOR SIX MONTHS 


Measurement forms, full details and particulars of 
medical opimon from LASTONET PRODUCTS LIMITED, 
CARN BRAE, REDRUTH, CORNWALL @) 
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a new enema technique 


THE FLEET ENEMA 


Single use unit 
Requires no preparation—is completely disposed of after use 
NO APPARATUS TO CLEAN AND STERILISE 

used in preparation for 
proctoscopy - sigmoidoscopy - X-ray examination. 
also for pre-operative cleansing and post-operative care 
and the relief of barium and faecal impaction. 
FLEET ENEMA consists of 44 fluid ounces PHOSPHO-SODA enema solution 
FLEET (16°(, w/v sodium biphosphate and 6°, w/v sodium phosphate) in a 
polyethylene flexible container fitted with a rectal tube. A diaphram ensures 


full control of the flow by the operator. The average dose for an adult is four 
fluid ounces and for children two fluid ounces or less according to the condition. 


Complete left colon catharsis is obtained in 2 to 5 minutes without pain or spasm. 
Full details available from the distributors: 
11-12 Guilford Street 


7c ANGLO-FRENCH DruvUG Co. LONDON W.C. 





A new approach to the react 
Of muscle and jornr Yarns 
without the use of 


Algesal is prescribable on 


Form EC.10. Basic prescription price 

— 3/- per tube 
E.G.H. LABS. 

(E.G.H. Laboratories Ltd.) 

PERU ST- SALFORD 3-LANCS 
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THIN END 
OF THE WEDGE 
FOR FLAT FEET! 


A 














The largest single cause of foot is practically indistinguishable in 
trouble in childhood—pronation wear from any of the first-class 
—could easily become the least. shoes made for normal young 
*‘Inneraze” shoes provide the feet by Start-rite. 

complete answer: they apply the 

wedge principle at its most sensible, 

built into the shoe itself. This, 

together with the buttressed heel, INNERAZE Shoes by 
gives a corrective support that lasts 


the life of the shoe, unaffected by ee: aan —— 
wear or repair. And because the he, 
wedge cannot be scen ‘ Inneraze’ \" 4 ) 
For illustrated leaflet and the names and * ZA 
——— 


addresses of suppliers, please write to: 
M ing Director, James Southall & 
Co., fd, 34 St Geeres Street, 
Hanover Square, London, W.1 


Supplied only against medical prescription 


IN FEBRILE CONDITIONS 


Because LUCOZADE is so palatable it is frequently given 
to children and adults in febrile conditions. These 
patients, off their food, yet in need of the sustenance which 
LUCOZADE so attractively supplies, respond quickly to 
glucose presented in this delightful, non-nauseating form. 


Lucozade 
the sparkling GLUCOSE drink 
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ST. DUNSTAN’S CLOCK 
On the wall of St. Dunstan-in- 
the-West in Fleet Street is the 
first clock showing minutes 
ever to be made. It was also 
the first clock to have two 
dials. It was made in 1671. 


CLOCKWORK REGULARITY. 


Normal bowel action is a fine thing to 

possess. It is, perhaps, the most sought 

after talisman against ill-health in the world. 

No wonder, then, if its temporary suspension 

leads from a mild despondency even to black 

despair. But in such a crisis panic measures 

are to be avoided—the taking of harsh 

purgatives eschewed. 

Success in the restoration of the much-cherished habit 
lies in the regular persuasive stimulus of soft bulk—such as 
is provided by ‘ PETROLAGAR.’ Gently and unobtrusively, 
* PETROLAGAR ’ arranges for normal physiological evacua- 
tions and secures the return of ‘clockwork regularity.’ 


*‘PETROLAGAR’ 


Trade Mark 


EMULSION 





JOHN WYETH & BROTHER LTD. 
Clifton House . Euston Road . N.W.1 











Notably safe and effective 


arthripax 


cream and tablets 


for the pain-spasm cycle 
of rheumatism and 
myalgias generally 
arthripax cream 


deep penetration for local relief 
cost—Basic N.H.S. 1 os. 1/5 plus 54. P.T. 


arthripax tablets 
analgesic - spasmolytic - antiphlogistic 
cost—Basic N.H.S. 50 tabs. 3/4 plus 104. P.T. 


not advertised to the public 


full details and professional samples on request 


CLINICAL PRODUCTS LTD - RICHMOND - SURREY 
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For the 


distressed and 


anxious patient 


"DEVON AAW INE! 


One tablet t.i.d. after meals 


‘ 

; ’ produces a mood of calm cheerfulness, free from 
the drowsiness and dull-wittedness sometimes caused by 
barbiturate therapy. ‘ Drinamyl’ helps the anxious patient to 


face his worries with tranquillity and optimism. 


Each ‘ Drinamyl’ Tablet contains 5 mg. ‘ Dexedrine’ 
(dextro-amphetamine sulphate) and 32 mg. (gr. 4 


amylobarbitone. Issued in containers of 50. 
For cost to N.H.S., please see M. & Jj. list of costs, dated October, 1953 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 


piP14 for Smith Kline & French International Co., owner of the trade marks ‘ Drinamy!’ and ‘ Dexedrine 
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Attacks of MIGRAINE 
respond to ORAL TREATMENT 


with... 


CAFERGOT 














The parenteral administration of 

cerebral vasoconstrictors of the ergot 

series was formerly imperative to 

abort so many as 80 to 90 per cent. 
of migraine attacks 








CAFERGOT | given ORALLY 




















is effective in at least 80 per cent. of attacks 


CAFERGOT is a combination of ergotamine 
tartrate (1 mg.) and caffeine (100 mg.) 


Referenees 


Proc. Mayo Clin., 1948, 23, 105 
New England J. Med., 1949, 241, 896 
J. Mo. med. Ass., 1951, 48, 963 


Full information on request to 


SANDOZ 


PRODUCTS Ss, 
L 7 M J T E D 134, Wigmore Street, London, W.1 
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Bloodless 


revolution 





The introx *Dextraven’ | 


available tor the first time a dextran soluteor 
with controlled optimal molecular conten 
which has been referred to as ‘narrow fractior 
dextran 


produces rapid clevation and pre 
onged maintenance of roo volume and 
ormaly ensures that of the dextran 
administered remains im the circulation after 24 
urs—a longer period than has been possible with 
any previous od volume restorer 
*“Dextraven”’ is weparation of choice or «othe 
soration of blood volume The British Hncyclo- 
Medical Practice Medical Progress, 
1952) states “* Ther 





s little doubt that the 
arrow fraction dextra will revolutionise 
supportive therapy, and may be regar ted as 
we of the major advances of the year.” 
TRULY 





\ BLOODLESS REVOLUTION 


Dextraven ....... 


Developed by 


research ar 


Benger Laboratories 


BENGER LABORATORIES LIMITED, HOLMES CHAPEL, CHESHIRE, ENGLAND 
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Hy podermoclysis 
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Ganglia 


Plastic Surgery 


Pvelo¢ranhy 
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Leg Ulcers 7) | ( * 
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Hemaitometa 


Still more uses for Hvalase 
« ° 


hyaluronidase 
A product of Benger Laboratories 


BENGER LABORATORIES LIMITED «© HOLMES CHAPEL CHESHIRE ENGLAND 
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When dole ...( ar) 


supersede ... 


Concentrated solutions of Sulphaceta- 
mide (10 to 30%) irritate the eye, 
causing lacrimation which results in 
dilution of the drug with serious loss of 
therapeutic activity. 

Ocusol is a unique, non-irritant pre- 
paration of only 5°, Sulphacetamide 
together with 0.1% Zinc Sulphate; 
optimal therapeutic efficacy is ensured 
by the new type of medium of adjusted 
viscosity and surface tension. 





J 


SULPHACETAMIDE 


Ll. 
0/ | 


SULPHACETAMIDE 
} 


a 
Ocusol, with only 5°%, Sulphacetamide, is more 
effective than conventional preparations with 
higher concentrations and has the following 
significant advantages:— 
NON-IRRITANT Adjusted tonicity and pH. 
EFFECTIVE Powerful bacteriostatic action; in- 


creased penetration of tissues 


LONG-ACTING Viscosity ensures minimal loss 


due to dilution by tears 
STABLE Buffered and bactericidal 


ECONOMICAL Greater safety and efficiency at 


lower cost. 


OCUSOL 


EVE DROPS 


May be prescribed under the N.H.S. 
Available in 4 fl. oz. Dropper Bottles at 3/- and 20 fi. oz. Dispensing Packs at 67/6d. 


(Retail Prices are quoted. They are subject to the usual discount 


LP 


For literature please write to the Medical Department 
BOOTS PURE DRUG COMPANY LIMITED NOTTINGHAM 


$.189 
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NEW oral penicillin dosage 





For dependable, therapeutic 
plasma concentrations 


of penicillin 
‘PENBENEMID’ 


PENICILLIN WITH *BENEMID’ 











14° ly 
nemid ora 
" in intramuscularly 


* Pen 
res 
ph compa penicili 


nits procaine 
EIGHT HOURLY DOSAGE SCHEDULE 


The era 
with 300,000 . 








Oral Potassium Pencitiin G Plus Benemid’ v. Intramuscular Procaine Pemicitin 
(AVERAGES OF SIX PATIENTS) 





= level following ' Penbenemid © dosage 
eoee level following penicillin intramuscularly 
Each CF equals | * Penbenemid * Tablet 
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PENBENEMID'~ 


Penicillin with ‘Benemid’ 
THE ORAL “REPOSITORY” PENICILLIN 


Descriptive literature gladly supplied on request 


=zy SHARP & DOHME LTD,, HODDESDON, HERTS. 
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EDA Sale vo, ae ne tees 


° * 
TRADE 
mas (\ | Nose 


ERYTHROMYCIN 


The first choice after penicillin in 
the majority of common infections 


*ITLOTYCIN ° is a new orally effective antibiotic which is especially 
potent against penicillin-resistant staphylococci and 
other Gram-positive organisms 
Because of its selective action *ILOTYCIN’ causes the 
minimum disturbance of the intestinal flora. Therapeutic blood 


levels are readily achieved, and no toxic effects have been observed. 


Indications include: 

cellulitis, laryngitis, 
erysipelas, tonsillitis, 
furunculosis, pharyngitis 
otitis media, scarlet fever, 

lobar pneumonia, wound infections, 
bronchopneumonia, septic sore throat, 
peritonsiliar abscesses, upper respiratory 
sinusitis, niec ns. 


in tablets of 100 mg 


DOSE 3 tablets four times daily 


the originator of erythromycin 





LILLY AND COMPANY LIMITED . BASINGSTOKB 
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Wh 
y you should prescribe 


RoTER peptic Uleer Tablets 
Give Immediate symptomatic Relief-Lone-Ter™ Benefit 


Rapidly extending clinical experience clearly indicates 
the out-standing therapeutic success of ROTER in 
peptic ulcer. 
ROTER promptly 
such as pain, discom 

strictuions. 


entirely 


of Hepato-biliary Therapy 

ne and remarkably efficient 
ment of cholecystitis, cholangitis 
n ynusually potent choleretic 


. sedative and mildly jaxative 


a favours assimilation of 

i nmmation 
of the 1es 
marked symptom 


I iterature OM» and a clinical trial supply 
above products will be gladly sent om vege st 





F.A.I.R. LABORATORIES LTD. 


179 HEA 
TH RO 
AD, TWICKENHAM, MID 
’ DLESEX 





Tel 
elephone : POPesgrove 2028 
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— the outstanding tar-sulphur-salicylic-acid ointment — is effective in many 
common skin disorders. The cetyl-alcohol-coal-tar distillate retains the therapeutic 


activity of crude coal-tar but is less likely to irritate and does not stain 


The effectiveness of all the active components is enhanced by the special 
oil-in-water emulsion base. ‘ Pragmatar’ is convenient to use on both glabrous and 
hairy surfaces, and is therefore particularly useful in the general care and hygiene of 


the seborrhocic scalp 


the improved tar-sulphur-salicylic acid ointment. 
Issued in 1-o2. tubes. 


Formula : Cetyl - alcohol - coal i 
sulphur 3% ; Salicylic acid 7% ; in a washable base 


For cost to N.H.S., please see M. & J. list of costs dated October 1953 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON 


PRP24 for Smith Kline & French International ¢ ywwner of the trade mark ‘ Pra 
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REFERENCES: 


British Medical Journal, 
26th July, 1952 
Medical Press, 125-199, 
27 Feb., 1952 


Superimposed gruel 


test-meai curves of 


180-182 





Gasrex Deane 


fra 


of duodenal ulcer. 


five cases 


HENEVER continuous neutralization 

of gastric acidity is required—in 
active and quiescent peptic ulcer, gas- 
tritis, hyperacidity—NULACIN TABLETS 
are indicated. 

The successful clinical behaviour of 
NULACIN TABLETs is accounted for by 
their composition and unique manner 
of use. 

Dosage 

Beginning half-an-hour after food a 
NULACIN TABLET should be placed in 
the mouth and allowed to dissolve 
slowly. 

During the stage of ulcer activity up 
to three tablets an hour may be required. 
For follow-up treatment the suggested 
dosage is one or two tablets between 
meals. 

NULACIN TABLETS are not advertised 
to the public and there is no B.P. 
equivalent. NNULACIN is supplied in 
tubes of 25 and 12 tablets. The dis- 
pensing pack of 25 tablets is free of 
Purchase Tax. 

eet fF mw td of 2d 2h of eh 


| 


+—++-4- 


come) 


t.- 
Pome 


Same patients as in Fig. 1, tw 
later, showing the striking neutr 
ing effect of sucking Nulacin t« 
3 an hour). Note the 
acidity when Nulacints discontinued. 


ULACIN 


HORLICKS LIMITED 
Pharmaceutical Division 
SLOUGH ~ BUCKS 


ctiomai 


return of 
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rhere’s no trouble in persuading even very 
young children to take ‘Dibencil’. its pleasant- 
ly flavoured base meets with universal approval. 
300,000 units of penicillin in each § c.c. (a 
large teaspoonful). 


In bottles of 50 c« 


‘Dibencil 


ORAL SUSPENSION 


Reduced basic price under N.H.S. 
1/3d. for 300,000 units. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 


A subsidiary company of Imperial Chemical Industries Limited 


WILMSLOW, MANCHESTER 
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SKIN INFECTIONS Chioromycetin Cream 1{%*,) For 
topical application in skin infections, Chioromycetin 
s available in a water-miscible base 

in tubes of | ounce (approx) 


flexibility... 


a 


So a ae Pt 
EYE INFECTIONS (Chloromycetin Ophthalmic and 


Iphthaimic Ointment) For local treatment of ocular 
nfections: Chloromycetin | Ophthalmic Ointment 
and Chioromycetin Ophthalmic, a buffered dry powder 
for the preparation of ophthalmic solutions 

Ointment j oz. tubes Ophthalmic 15 c.c. vials 


a feature of 
CHLOROMYCETIN 


treatment 


EAR INFECTIONS WOUND INFECTIONS 


Chloromycetin Topical) For romycetin Topical) 
antibiotic therapy Applied daily in wicks 
infections, a !0 or gauze packs, or by 
solution of Chioromycetin irrigation 
” propylene glycol In dropper vials (5 c.c.) 
In dropper vials (5 c.c.) and bottles (100 c.c.) 
and bottles (100 « Truly efficient and economic antibiotic the 


possible only if there is a sufficiently wide range 
os 

preparations to meet varying clinical conditions. The 
< 


\ Chioromycetin preparations now ayailable 


SYSTEMIC INFECTIONS (Suspension Chloromycesin 


Palmitate) For children or those unable to take 
capsules. A pleasantly flavoured suspension, containing , 
in 8 c.c. the equivalent of a capsule tvpe d of every d cond: “Ee road st 

¢ and of every age and condition. Easy to'admini 
In botties of 60 c.c. P 8 


individual adjustment of treatment jin cases of every 


or apply, effective in use, they cover the heeds of bot 


patient and prescriber 


SYSTEMIC INFECTIONS — (Chicromycetin Capsules) PARKE, DAVIS 


or normal internal administration Chloromycetin & COMPANY LIMITED 


is supplied in capsules of 0.25 ¢g < 
In bettice of 12, 100 and 1,000 sys HOUNSLOW, MIDOLESEX 
Telephone: Hounslow 236 
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Nine mornings \e ) ¥ 
will be co | 


( rood A lovnings.. ' ( ( 


... for patients with 
nausea and vomiting of pregnancy 


f} 


; CAPSULES 
provide rapid and prolonged relief 


end seins 
Pyridoxine Hydrochloride 
di-Methionine 


a] e 


Nicotinamide 
Benzocaine 
Pentobarbita!l sodium 


Ortho Pharmaceutical Limited 


“es 





THE PRACTITIONER 








firee., practical dictary 


service for the practitioners 


The Energen Dietary Service offers to medical prac- 

titioners information and assistance in all dietary 

and nutritional problems. The principal facilities 
include : 


STANDARD DIETS SPECIAL DIETS 
Suitable for handing to are prepared on receipt of 
patients are supplied in an appropriate information 

indexed filing box from the attending physician 


CONSULTATIONS 


Personal! consultations with patients may ' 
be arranged with the senior dietitian There is no charge for any of the 


services of the 





\ FREE TO MEDICAL PRACTITIONERS 


ot “ Diet and the General Practitioner,” E N E R G E N 


. «” a 40-page book of monographs on 


pectic dietary problems. avon | DT ETARY SERVICE 


a postcard, or send your professional ‘ 
mentioning this publication. 25a Bryanston Square, London, WJ 


AMBassador 9332 


card, 





Vitamin B Deficiencies Associated with 
Gastro-intestinal Disorders 


A deficiency of the B vitamins has, in some cases, been found 
to occur after gastrectomy, and the routine administration of 
a source of the whole vitamin B complex, such as Marmite, 
has been suggested as a preventive measure. 


Signs of vitamin B deficiency have also been observed in 
patients whose gastric juice contained no free acid, and vitamin 
B therapy, including Marmite, has been found to improve the 
condition. 


Marmite yeast extract is a useful dietary source of the B, 
vitamins; in addition to riboflavin and nicotinic acid it provides 
folic acid, pantothenic acid, pyridoxin, biotin, choline, inositol 
and p-aminobenzoic acid. 


MARMITE yeast extract Literoture on request 


Obtainable from Chemists and Grocers 
Special terms for packs for hospitals, welfare centres and schools 
THE MARMITE FOOD EXTRACT CO., LTD., 35 Seething Lane, London, E.C.3 
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Elastoplast in the 
treatment of a sprained wrist 


In certain cases of sprain, restriction of 
extreme movements, but not complete im- 
mobilization is required. A useful method of 
achieving this by Elastoplast strapping is 
illustrated in the accompanying photographs. 
A roll of 3 inch Elastoplast is used, and the 
bandaging consists essentially of figure-of- 
eight turns around the thumb. 


However, because a 3 inch width of 


bandage passing across the cleft between 
thumb and index finger would result in un- 
due limitation of their movement, the 
bandage is split longitudinally for a distance 
of 2 inches to 3 inches at each alternate turn 
to produce a band about | inch wide across 
this cleft, while the other 2 inches of its 
width pass across the base of the thumb. 


For the first turn, slit a 3 inch Elastoplast 
bandage off-centre for about 4-5 inches 
to give two tails—one | inch and the other 
2 inches wide. Apply to the palmar aspect 
of hand, each side of thumb, so that the 
narrower tail is close to the clefts of the 
fingers (Fig. 1). At the next turn, the band- 
age is split as previously described (Fig. 2) 
The third turn of complete 3 inch width is 
passed round the wrist, under tension suffi- 
cient to obtain required support and dorsi- 
flexion of the hand. Bandaging is continued, 
alternately slitting for thumb and passing 
round wrist, until about four complete 
figures-of-eight are applied. 


Elastoplast POROUS ADHESIVE BANDAGES 
TRADE MARK 
fr > 


Prescribe Elastoplast Bandage 
on Form E.C.10 


Fig. 2 


Made in England by T. J. Smith & Nephew Limited, Hull. Outside 
the British Commonwealth, Elastoplast is known as Tensoplast. 
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Improved clinica! 


tezhnique with 
HALF-STRENGTH TABLETS 


0 


Butazolidin 


3, S-dioxo-1, 2-diphenyl-4-n-butvl-pyrazolidine 
. 


improved IMPROVED COATING 
FOR BUTAZOLIDIN 


TABLETS 
We are 


Specialist physicians have reported 
clinical results by using smaller doses of BUTA 
pleased to 
announce that henceforth 


Butazolidin tablets will be 


ZOLIDIN, conveniently administered by the new 
improved 


half-strength tablets. The maintenance of smaller 


doses, evenly distributed over twenty-four hours, 
of blood levels and 

side-effects supplied with an 

coating which will facilitate 


control 
toxic 
disintegration and absorption 


allows greater 
minimises the possibility of 
BUTAZOLIDIN is a valuable therapeutic agent in 
Rheumatoid Arthritis, Muscular Rheumatism, Bur- 

of the tablets. 


sitis, Gout, Osteoarthritis, Ankylosing Spondylitis. 


100 mg. in containers of 50, 250 and 1,009 
uiners of 20, SO, 100 and 500 


Tablets 
200 me. in con 
1,000 me OE ff 5S. 25 SO and », ; 
GEIGY LTD. 


Ampeculs 
LABORATORIES 
MANCHESTER 
PH. 58 


I 


PHARMACEUTICAL 
Rhodes, Middleton, 


in 5S x 
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** These charts show the increase in 


gastric tolerance following the oral 


administration of Aminophylline with aluminium 
hydroxide (Theodrox) compared with that of plain 
aminophylline 


THEODROX provides a dependable method of 
oral administration of aminophylline in doses large 
enough to produce blood levels comparable with 
those following injection 





Previous investigations have shown that good 
response is obtained from aminophylline only if a 
certain concentration of the active component, 
theophylline, is attained in the blood. Because 
gastric irritation prevents giving oral doses large 
enough to produce this necessary blood level, the 
only dependable way of obtaining this end has 
been to resort to parenteral aminophylline. 








, No gastri Nausea 

Now there is clinical proof that when amino- CJ . ° im ond 
- distress Vomiting 
phylline is combined with a specially prepared alu- 36 er. of Bedale ta. 
° } Ps 0 ain 27. of plain 

minium hydroxide, the stumbling block of gastric — . _— Aminophy lline Amino; hylline 

irritation can be virtually eliminated, and massive FyHeOpROX daily 

oral doses can be tolerated to produce consistent REFERENCES 

blood levels comparable to those obtained by 

parenteral administration. (*) (*). (1) Studies with Two New Theo- 


» » Dre . J 
Theodrox is supplied in containers of 25, 100 phylline Preparations, Amer. J. 
PF med Sci . 224 627, 1952 


and 1,000 tablets, each tablet containing Amino- 

phylline, B.P. 3 gr. and Dried Aluminium Hy- (2) A New Approach to Increasing 
droxide Gel, B.P.C., 4 gr Tolerance to Oral Aminophyl- 
line, Postgrad. Med 13: 432 
May, 1953. Abstracted; Prac- 
titioner 171: 328 (Sept. 1953) 


daily 


Theodrox is also available as Theodrox with 
Phenobarbitone, each tablet containing in addition 
4 gr. of Phenobarbitone B.P 





THEODROX is a trade mark of 


RIKER LABORATORIES LTD. 29 KIRKEWHITE ST., NOTTINGHAM 


Detailed literature gladly sent on request 
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Aspirin tolerance 


Difficulties attending the administration of 


aspirin in large doses over prolonged periods 


are now largely overcome. 
Heavy aspirin dosage is possible without 
the development of gastric and systemic 
disturbances when the analgesic is given in 
the form of Solprin tablets, which provide 
calcium aspirin unassociated with decom- 
position products; in palatable solution. 


Both aspirin and calcium aspirin, as generally prepared, have 
chemical and physical disadvantages. Aspirin is acid and 
sparingly soluble: calcium aspirin is unstable and unpalatable. 

‘Solprin’ overcomes the disadvantages — combining the advan- 
tages—of both. ‘Solprin’ is substantially neutral. It does not 
decompose during manufacture or storage. Like aspirin it is 
analgesic, sedative, antipyretic and anti-rheumatic: like pure 
calcium aspirin it is soluble and bland. 

In all but cases of extreme hypersensitivity, extensive clin- 
ical trials with ‘Solprin’ show just such gratifying results as 
might be expected of so remarkable a combination of properties. 
Upon the importance of such results there is no need to insist. 


SOLPRIN 


Stable, soluble, palatable calcium aspirin. 


Clinical sample and literature supplied on application. Solprin is not 
advertised to the public and is available only on prescription (U.K. 
and Northern Ireland only). Dispensing pack, price 7/6 (Purchase 
Tax Free) contains 300 tablets in foil. 


RECKITT & COLMAN LTD., HULL AND LONDON (PHARMACEUTICAL DEPT., HULL) 
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ALF THE PATIENTS 1n your waiting room 
H may be people who “want a tonic, 
doctor”. Their symptoms vary, and may 
be referred to any system headaches, 
insomnia, fatigue, flatulent dyspepsia, 
constipation or diarrhoea under stress; 
palpitations and dyspnoea on effort; fre- 
quency and precipitancy of micturition; 
and the aches and pains (the largest 
group)—backache, arthritis, neuralgia and 
“rheumatism”. ‘There may be, particu- 
larly in this last group, a minor physical 
disability, causing discomfort which is 
magnified to severe pain 

Though treatment is 
often prescribed for many of these patients, 
a factor common to them all is the strain 
of coping with life’s difficulties—either 
because the conditions of their lives are 
too much for even the strongest to bear, 
or because for a weak character the ordinary 
worries of life are too great a burden 


symptomatic 


These people come X the doc tor tor 
help; he does help, just by listening; but 
they also want something they can take 
which will make them feel better, able to 
face life again. What tonic is really 





‘“Sanatogen 
will do you 
more good than 


any tonic I can 


prescribe.” 


needed? A mere pick-me-up or a first- 
class protein tonic which gives lasting 
benefit to the patient? 


Have you considered Sanatogen 
for these patients? 


What is Sanatogen? It is 95%, casein, with 
5% sodium glycerophosphate in the form 
of a_ casein-glycerophosphate complex 
In debilitated state, or in convalescence 
after illness or injury, Sanatogen can lx 
recommended with complete confidence 
Sanatogen is unusual 
preparations in that it has both a nutrient 
and a tonic effect. By reason of its high 
protein content it supplies the patient 
with an extra 24 grams of first-class 
protein daily, equivalent to the protein 
content of four eggs (but free from fat and 
cholesterol) and at approximately half the 
cost. To this, glycerophosphates add a 
specific tonic effect 


amongst tonk 


Sanatogen has been used most success- 
fully for more than 50 years. You can in 
all sincerity say ““Sanatogen will do you 
more good than any other tonic | can 


prescribe” 


Sanatogen 


THE HIGH PROTEIN TONIC 


The word ‘Sanatogen’ is a registered trade mark of Genatosan Ltd 


Loughborough 
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MUAP1I03 


FOR THE PATIENT with chronic urinary infection 


MA } ' 
Vianceliamine 


who needs to remain up and about 


and ‘Pyridium’ play complementary roles 


*‘MANDELAMINE’ has an anti- 


bacterial potency equivalent to that 
of streptomycin and the sulphona- 
mides, without risk of drug-resistance. 


‘PYRIDIUM’ gives quick relief 
from distressing symptoms, by anal- 
gesia of the urogenital mucosa, with- 
out the depressant effects of narcotics 

i} or general sedatives. 





Used in combination, ‘Mandelamine’ 
and ‘Pyridium’ give both effective 
antisepsis and gratifying symptomatic 
relief, with simple oral dosage and 
no arduous regimen. 


Each‘ Mandelamine ’ tablet contains 
0.25. (gr. 33) methenamine man- 
delate. Each ‘ Pvridium’ tablet 
contains 0.1g. (gr. 1\) phenyl-azo-a- 
a-diamino-pyridine hydrochloride. 














* Mandelamine’ and ‘Pyridium’ are the registered 
trade marks of Nepera Chemical Co., Inc 


For cost to N.H.S. please see M. & J. list of 
costs, dated October, 1953 





MENLEY & JAMES, LIMITED 
Coldharbour Lane, London, S.E.5 











ANNOUNCEMENTS 

















ural gicin cx i 


TRADE wane 





relief of pain in acute otitis media 


—_ particularly in children 





Benger Laboratories 


acute ear infections, few drugs are decongest, promote drainage and reduce 
effective owing to their inability to reach the discharge, this difficulty is overcome 
site of infection. By selecting an antibac- Auralgicin ear drops were designed for this 
terial substance with o wide spectrurn of purpose—they have proved porticular! 


activity and combining it with agents which effective 


BENGER LABORATORIES LIMITED HOLMES CHAPEL - CHESHIRE ENGLAND 
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_— | \ 
RESPIRATORY CENTRE / _- ....PULMONARY EDEMA 
i “— and 
GRONCHOSPASM 


FAILURE 


’ F 
. aS ; 
provides "He. point coverage 
Frode Mart ‘ot 


in controlling the various complications of heort failure 


Benger Laboratories & 


Cardophylin is presented in tablets, suppositories ond 
ampoules for intramuscular and intravenous administration 


Literature is available on request. 


Cardophylin anufactured by Whiffen & Sons Led., is distributed 


BENGER LABORATORIES LIMITED + HOLMES CHAPEL + CHESHIRE « ENGLANO 
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The Original and 
Standard Emulsion 


of Petroleum 


Angier’s Emulsion is made with petroleum 
specially purified for internal use. It is the 
original petroleum emulsion—the result of 
many years of careful research and experi- 
ment. There is a vast amount of evidence 
of the most positive character proving the 
efficacy of Angier’s in sub-acute and chronic 
bronchitis. It not only relieves the cough, 
facilitates expectoration, but it likewise im- 
proves nutrition and effectually overcomes 
the constitutional debility so frequently 
associated with these cases. Bronchial 
patients are nearly always pleased with this 
emulsion, and often comment upon its 
soothing, ‘“‘comforting”’ effects. 


Angier’s Emulsion 


THE ANGIER CHEMICAL CO. LTD., LONDON, &.£.1. LABORATORIES: SOUTH RUISLIP, MIDDXK 
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For anxious, tense, restless patients Seconesin 

provides a safe relaxant-sedative. It intro- 

duces a totally new idea in sedation. Non- 

narcotic and with a minimum of secobarbital, 

there is no danger of cumulation or “hang- 

over” because both components are rapidly 

eliminated. Seconesin acts promptly and its 

effect lasts for a few hours only. Day-time 

relaxation with Seconesin is so calming that 

most patients sleep well at night without 

further hypnotics or sedatives. 

COMPOSITION 

Each tablet contains: 

Mephenesin [ 3-(2-methylphenoxy)- 
propane-! :2-diol ]...400 mg. 

Secobarbital (Quinalbarditone)...... 30 mg. 
DOSAGE 

1 tablet every 4-6 hours, preferably after 

meals, will give adequate day-time relaxation. 
PACKINGS 

Bottles of 25 and 100 tablets. 


crooness SECONESIN 


Full literature on request. 





THE CROOKES LABORATORIES LIMITED - PARK ROYAL - LONDON N-W:-1!9 
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THE ECZEMA-DERMATITIS 





GROUP OF SKIN LESIONS CUTS ngs 


(weeping and inflamed) 


These three Genatosan preparations Apply 0 wet ecak or peck using 


have been specially formulated to 
provide the General Practitioner with a 
safe, convenient and effective local 


treatment in the three stages of 
- an astringent, soothing, cooling 
Eczema-Dermatitis. lotion, containing mercuric chloride, 
aluminium chlornydrate and witch 
hazel in &@n_isotonic aqueous 
solution 





SUBACUTE stage 


(a little weeping; crusting) 
Make liberal applications to the 
lesion and to the superimposed 
gauze of 


a soothing zinc-ichthammol 
camphor cream in an oil-in-water 
emulsion using an anionic emulgent 
(ester type) 


CHRONIC stage 


fred, scaly, irritant) 
Frequent inunctions of soothing tar; 
alternatively apply to gauze 


Pixcyl 


purified tar fractions and salicylic 
acid in a mixture of polyethylene 
glycols; non-drying, antipruritic, 
soothing 


The above products are in 
Category 4 
Economically priced 


For further details write to the Medical Dept. 


GENATOSAN LTD. @& Loughborough, Leicestershire 





THE PRACTITIONER 








MORE THAN THE 


e ANNOUNCEMENT 


* OF A NEW DRUG 


u BIOPAR 


om 

° (Vitamin B,, and 
intrinsic factor) 

om 
The beginning of a new Era 
in 


VITAMIN B,, THERAPY 


Effective ORAL replacement 
for injectable Vitamin B,, 

in ALL conditions previously 
considered amenable only to 
injected Vitamin By. 


| TABLETS 


= 
Write for literature and samples to 


THE ARMOUR LABORATORIES 


(ARMOUR & COMPANY LTD) 
LINDSEY STREET, LONDON, E.C.1 


Telephone: Clerkenwell 901! Telegrams: “Armosata-Phone"’ London 
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‘Paredrinex’ is already well- 
known as the constituent of 
‘Sulfex’ and ‘Pendex’ that pro- 
duces such remarkably rapidand 
prolonged vasoconstriction. 
When an unmedicated vasoconstrictor is 
indicated, the pocket-sized (4$-fl. oz.) 
*Paredrinex’ Spraypak is a most con- 
venient presentation. 

It disseminates a fine mist of ‘ Paredrinex’ 
throughout the complicated nasal passages, 
quickly bringing lasting improvement in 
ventilation and drainage. 


ww It causes no inhibition of ciliary activity, no ephedrine-like 
central-nervous side-effects, no stinging, and no secondary 
“1 


. ecrence 
Fs returgescence. 
le, 
/ 
] | 
*Paredrinex’ is also available in 8-oz. bottles for dispensing 


For cost to N.H.S. please see M. & J. list of costs, dated October, 1953 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 


for Smith Kline & French International Co., owner of the trade marks * Paredrinex’ ‘Spraypak,' ‘Sulfex’ and * Pendex’ 


PDPII3 
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ANGINA 
PECTORIS ip 


A Bayer product 
for routine control 


‘Mycardol’* is a long-acting nitrite used in the routine 
control of angina pectoris. It gives prolonged protection 
against severe attacks, improves exercise tolerance 
and reduces the need for repeated doses of trinitrin 
—in some cases eliminating it altogether. 
Low toxicity makes this drug especially suitable for 
continuous long-term symptomatic treatment. 

*pentaerythritol tetranitrate 

The basic N.H.S. cost of one 


week’s treatment is 1s. 6d. 


Packings: tablets of 30 mgm. 
in bottles of 100 and 1,000. 


Literature and a sample will 
gladly be sent upon request 
Trade Mark 
Manufactured in England by 
BAYER PRODUCTS LIMITED 
AFRICA HOUSE, KINGSWAY, LONDON, W.C.2 
Associated export company : WINTHROP PRODUCTS LIMITED, LONDON 
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Advances in antibiotics 
with ‘Penidural’ Oral Suspension 





THE NEW PENICILLIN COMPOUND 


that remains stable for 


YEARS WITHOUT REFRIGERATION 





The discovery of a new penicillin salt .. . . 
DBED Dipenicillin G has resulted in 
the preparation of ‘PENIDURAL’ 
Oral Suspension. A stable fluid penicillin 
that retains its full potency in aqueous 
suspension for two years at normal 
room temperature without refrigeration, it 
is thus ideal for treatment in the patient’s 
home. 


*Penidural’ is supplied ready for imme- 
diate use; THE PATIENT SIMPLY 
POURS THE SPECIFIED DOSE after 
shaking the bottle. The palatable aqueous 
syrup is readily accepted by children and 
adults, and provides substantial therapeutic 
blood levels in the systemic treatment of 
mild and moderately severe infections due 
to penicillin sensitive organisms. 


300,000 units of Penicillin to each large teaspoonful (5 ¢.c.). Supplied in bottles of 60 ¢.c. 


A substantial reduction in the price of ‘Penidural’ Oral Suspension 
has recently been made, due to improved methods of manufacture. 


‘PENIDURAL’ 


TRADE MARK 


N. N'—dibenzylethylenediamine dipenicillin G. 


Oral Suspension 


Uyeth 


1OHN WYETH & BROTHER LTD., CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1 
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Tyrosolven is a lozenge containing 

tyrothricin, an antibiotic, and benzocaine, a 
local anaesthetic. It is of particular value 
during influenza epidemics, since it is effective 
against most of the potentially noxious creatures 
which proliferate in the mouth and pharynx 
under such conditions, e.g. haemolytic, 
streptococci, enterococel, V ibrioform 

and fusiform bacilli and spirochaetes. 

Dosage: Place 1 lozenge under the 

Formula tongue hourly. Allow to dissolve. 


Tyrothricin I mqg., 3 ‘OT > 
bensoceine & me. Do NOT chew. Repeat until 
Packing 
Tubes of 20 lozenges a 

2 : . co ue Gaosage 
dispensing pack of 250. ; ontinue dosag 
T yrosolven is not 3-hourly . 
subject to Purchase Taz. 


condition improves, then 


Tyrosolven 


No Warner preparation has ever been 


advertised to the public 


WILLIAM R. WARNER & Co, Ltd., 
Power Road, London, W.4 





ANNOUNCEMENTS 


— 








is 


eT ALLLLLLLLLLLELLLLLLLLLLULLLLLLLLL LLL LLLPeece PLL LLPLLGGee LLG 


Antacid Shervapiy 


PULAU LGU LLLLLLALLLLULELLCGLLU LUCE Le 


24441111111 


In the management of gastro-intestinal 

disorders associated with hyperchlor- 
hydria, ** Milk of Magnesia’ Tablets have proved 
of outstanding value. 


Exerting an immediate and prolonged neutralis- 
ing action, ‘ Milk of Magnesia’ Tablets offer a 
valuable prescription to the physician for the 
treatment of simple digestive upsets, including 
gastritis and duodenitis, and equally so, for those 
cases where frank ulceration has occurred. 


Pleasantly mint flavoured and conveniently 
portable, they are always ready to hand when- 
ever the need of alkalisation arises. 


TTTTTTTUUTA Wm fee CeePeee UJJULAANLDNA!SUU 


PUUVALLALALULAVAVALARALAAAAAMRARADAVAVAALA RATATAT OV UVHVRVETAET ET iz 


‘Milk of Magnesia’ 


“ 


SUMMA NNNNNALALAUNANLLUUAUA NEL AANAN T A B L K T y UNNUUDUNNNNNUUQUUEAAUNUUOOONNAUUOUU EAA 


Available in bottles of 30, 75 and 150 tablets. 


ter Chas H. Yul, es Chemialt bo Y, A 


1, WARPLE WAY, LONDON, W.3. 


OUMANANAALUUULUNUYOVONNELUUOAHAAAUUL 


*¢ Milk of Magnesia’ is the wade mark of Phillips’ preparation of magnesia. 


TULL) 
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* Distaquaine' brand preparations 

of procaine penicillin G 

for ad ninistration in aqueous suspension 
are designed to make penicillin therapy 
more converent to 

practitioner and patient. 

The prolonged effective action 


of procaine penicillin G 


FOR EASE OF ADMINISTRATION IN PENICILLIN THERAPY 


makes frequent wyections unnecessary 


In the majority of infections 





single daily injections are adequate 

* Distaquaine’ brand preparations 
are easily prepared and administered. 
There is little or no pain on injection 
and the equipment is 


easily cleaned after use. 


oo 


Distributed by *DISTAQUAINE’ G 


ALLEN & HANBURYS LTD. Berra ace ndlg e 
BRITISH DRUG HOUSES LTD. ee 


BURROUGHS WELLCOME & CO. * DISTAQL AINE’ FORTIFIED 


EVANS MEDICAL SUPPLIES LTD vials of 400,000, | 200,000 and 4,000,000 units 
OR ER OARMACEUTI “ALS LTD.) 
y ACE CALS LTD. . : — . - 
DISTAQUAINE’ SUSPENSION 


PHARMACEUTICAL SPECIALITIES 
(MAY & BAKER LTD.) vials of 10 mi. (300,000 units per mi.) 


DISTAQUAINE ’, trademark, is the property of the manufacturers 
THE DISTILLERS COMPANY (BIOCHEMICALS) LIMITED, SPEKE. LIVERPOO! 
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Voth Onmatits 
othe Sl 


COMPLETELY 
CONTROLLED 


in 81 to 87 percent 


o} cases 


T as is the effectiveness reported by 
clinical investigators who treated 
more than 400 patients with SELsUN 
Simple dandruff was reported 
controlled in 92 to 95 per cent. of cases. 
Optimum results are obtained in four 
to eight weeks, after which each 
application of Se_sun will keep the 
scalp free of scales for one to four 
weeks. Stops itching and burning 
after only two or three applications 
Applied and rinsed out while 
washing the hair, Se_sun is simple to 
use, leaves the scalp clean and 
odourless. Toxicity studies showed 
SELsuN to have no ill-effects when 
used externally as recommended 
Supplied in 2 oz. and 4 oz. bottles. 
Detailed literature is available 
on request. Abbott Laboratories 
Limited, Perivale, 


Greenford, Middlesex. Obfott 
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: Tr Relieving 
: “| the bronchial tree 
in asthma 


i 
* ASMAC’ Tablets are formularized to pro- 
vide symptomatic relief of the bronchial 
s tree both during actual dyspnoeic attacks 


; 


of bronchial asthma, and during remissions. 


* 

y : ‘Asmac ’ Tablets combine in a single prescrip- 
2 tion ‘official’ drugs recognized for their 
, reliability to effect mental sedation, decon- 

Ww gestion, expectoration and bronchodilatation. 
La 
a 


/) 


Packs and Cost to Pharmacists 


ma 
* Standard Tube of 20: 3/- 
So Dispensing Bottles: 100, 12/-; 500, 
. # §2/6; 1,000, 102/6. 


A. WANDER LIMITED 
42 Upper Grosvenor Street, Grosvenor 
Square, London W.1. 


At ¥ an 
Les 


Tes 


Formula (each Tablet) :— 
Allobarbitone B.P.C ; 0.03 g 0.46 grain 
Liquid extract of Ipecacuanha B.P. 0.02 mi. (0.34 minim 
Ephedrine Hydrochloride B.P. , 0.015 8 0.23 grain) 
o.1°0 8 1.54 grains 


Caffeine B.P ° os 
Theophylline with Ethylenediamine B.P O15 8 2.31 gras 


P1, S1, S4 Permissible on N.H.S. scripts 
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SS 
A QUALITY PRODUCT OF 
MODERN 
NUTRITIONAL SCIENCE 


Ea tty c | \ VIMALTOL 


a 
Ss) 


TIMALTOL’ is a concentrated 
\ vitamin food, formulated by and 
prepared under the control of the 
Ovaltine " Research Laboratories 
which are actively investigating prob- 
lems in nutrition and dietetics. They 
bring to its manufacture a high 
degree of scientific knowledge and a 
meticulous standard of hygiene 


Vimaltol’ contains malt extract, 
yeast, halibut liver oil and iron 
Every ingredient used is rigidly tested 
for purity and quality, the final pro- 
duct being accurately standardized 


for vitamin content 


In addition to its vitamins, ‘Vimaltol’ 
provides valuable nutrients of un- 
doubted assistance to infants, fast- 
growing children, nursing mothers 
ind to those whose diet is inadequate 
or unbalanced. It helps to build up 
strength, weight and the natural 
powers of resistance. * Vimaltol’* i 
highly palatable—a decided advantage 
vhen recommending it for children 


‘tow 
A Product ec ke > of the ‘Ovaltine’ Research Laboratories 


A. WANDER LIMITED 


12 Lpper rosvenor Street, 








Grosvenor Square, London, W. 
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Clearing the Channel 


An action firm but gentle, prompt but lasting—that is the requirement when 
clearing nasal congestion. ‘Vasylox’, a new vasoconstrictor, meets this need. 
‘Vasylox’ restores free breathing without causing central stimulation, sleepless- 
ness, or interference with ciliary motility. Neither irritating nor stinging, it 
may be used for patients of any age, even for infants. ‘ Vasylox’, which contains 
0-25 per cent of methoxamine hydrochloride, is issued in 1/2 oz. bottles with 
separate dropper. 


a's: 4 4 o> Gi FOR NASAL CONGESTION 


SOLUTION OF METHOXAMINE HYDROCHLORIDE 


~~ 
Pp 
Meal 


~L2 BURROUGHS WELLCOME & CO., LONDON 


THE WELLCOME FOUNDATION LTD.) 
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A New development 
providing CONTROLLED antacid therapy 


Prodexin is a new product containing aluminium glycinate, and 
belongs to the buffer group of antacids. It depends for its action 
upon the slow release, on hydrolysis, of active aluminium 
hydroxide gel and glycine (amino acetic acid). Glycine rapidly 
raises the pH to 2, sparing the aluminium gel for the later stage 
of raising it into the “safe zone” of pH 3°5 to 4°5. Prodexin 
maintains an equable gastric environment for long periods with- 
out alkalisation 





CCS W/THCL 





“ALKALISING™ ANTACID 


PRODEXIN 


ALUMINIUM HYDROXIDE TABLET 








100 





Prodexin provides a convenient, 
economical and safe treatment for 
HYPERACIDITY and PEPTIC 
ULCER. 

The tablets, sucked one at a time, 
maintain the pH of the stomach 
contents within the “‘safe zone” for 
up to two hours. With Prodexin 
there is no risk of acid rebound or 
alkalosis. Prodexin tablets are 
pleasant to suck and they do not 
form gritty particles in the mouth 
or give rise to constipation 


Each tablet contains 
Aluminium glycinate 0-9 gramme 


(dihydroxy aluminium aminoacetate) 

Light magnesium carbonate 0-1 gramme 
The basic N.H.S. cost of treatment at the rate of 
6 F d 


*rodexin tablets daily is 8h« 


Manufactured in the laboratories of 


Cc. L. BENCARD LIMITED 


MINERVA ROAD ~*~ PARK ROYAL: LONDON: N’'W''10 
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‘Surprising how quickly that 
youngster’s recovered... 

glad | told his Mother 

about Ribena... and 

what a hit it made 


with the patient!’’ 


country. Ribena contar 


one of the richest source of nature itamin 
a 
together with natural glucose and fruit sugar 


sweetened with cane sugar. May we send you a free sample bottle « 


Ribena and a copy of ** Blackcurrant Juice in Modern Therapy 


Dept. F/9, H.W. CARTER & CO. LIMITED 
The Royal Forest Factory, Coleford, Glos 





The secret is to take 


“| Ribena 


daily 


The Blackcurrant Juice Vitamin C Health Drink 
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It was Dr. Johnson who once remarked that ‘he who does not mind his 
stomach will hardly mind anything else’. Certain it is that there are few of 
us, doctors and laymen alike, who are prepared to put up with 
The even a minor degree of indigestion without attempting to 
Symposium alleviate it by our own pet remedy. As Professor Alstead 
points out in his article on ‘an assessment of antacids’, the 
old-fashioned homely remedies are usually as effective as any for this pur- 
pose. Indeed, indigestion is such a common condition that there are few of 
our patients, with the exception of the hypochondriacs, who consider it 
worth while seeking a medical opinion until they have first tried their own 
remedies, Apart therefore from disturbances of psychosomatic origin, the 
gastro-intestinal diseases seen in practice are the more advanced forms or 
those for which there is a definite organic cause, and it is these which are 
dealt with in our symposium this month. 

Perhaps the most interesting point in the symposium is the enthusiasm 
with which general practitioners greet the results of partial gastrectomy in 
the treatment of peptic ulcer. Many physicians, and not a few surgeons, are 
somewhat anxious as to whether the ease with which partial gastrectomy can 
now be performed is not leading to its excessive use. The immediate results 
are undoubtedly most satisfactory in the right type of case, but what of the 
end-results? After all, it is a fairiy drastic procedure, and the cautious 
clinician cannot help wondering what will be the state of these patients 
twenty years hence. In the introductory article of the symposium, Professor 
Milnes Walker shows that he is one of those who are keeping an open mind 
on the subject, but he rightly draws attention to the dogmatic views of the 
general practitioners whom he has consulted—that their patients are un- 
doubtedly better off as a result of the loss of the greater part of their 


stomachs. 


THE State educational system of the country today is one of the most tragic 
examples of what happens when quality is sacrificed to quantity. At one of 
the recent series of educational conferences which are now a 

The regular feature of the Christmas holidays, a speaker summed up 
Three the present position by saying that, whilst at one time there was 
Ls concentration on the three Rs in schools, now the tendency was 
towards the three Ls—listen, look, and laze. The impact on 
medicine of this deterioration in educational standards is one of the most 
vital problems facing the profession at the present moment. As Dr. Douglas 
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Miller has pointed out in the Edinburgh Medical Journal (December 1953), 
‘In technical knowledge the final year medical student of to-day is im- 
measurably better informed than was his predecessor of a generation ago, but 
I do not think it unfair to say that the comparison is less favourable to him if 
made in terms of general culture and scholarship. If this impression is 
correct, and if you will concede that for the care of the sick and hurt tech- 
nical competence by itself is not enough, you may question whether the 
present system of education at school and at the university adequately pre- 
pares and equips the doctor in training for his future responsibilities’. A 
similar warning of what is happening comes from Oxford. In his Fitzpatrick 
Lectures on ‘Medicine in Oxford’, which are reviewed elsewhere in this 
issue (p. 224), Dr. Maurice Davidson considers that ‘in the matter of medical 
education we stand to-day at the cross roads. In the midst of the maelstrém 
of technical advances, our future physicians need something more than mere 
factual instruction; something which is lacking for the most part in the teach- 
ing of our day; something of inspiration, for which they have the right to 
look’. 

The tragedy of it all is that those who should know best—the head- 
masters and the vice-chancellors—do nothing except blame each other for 
the present Alice-in-Wonderland state of the curriculum. ‘Yet’, as Dr. 
Miller comments, ‘it must surely be within the wit of educationalists so to 
design a curriculum for schoolboy and student as to bring at least a ground- 
ing in the humanistic subjects within the ambit of the doctor’s training, and 
that without hurt to his scientific studies’. Part of the trouble in recent 
years has been that the scientists on the fringe of medicine and the pseudo- 
scientists in our midst have had too much say in the planning of the cur- 
riculum. The fundamental principle has been overlooked that the vast 
majority of medical students will spend their professional lives dealing with 
human beings—not human guinea-pigs. It was Lord Balfour who once 
pointed out that the three greatest things in life—love, beauty and happiness 

had this in common: that they were quite incapable of scientific measure- 
ment. If this wise saying could be accepted as a guiding principle, a sound 
medical curriculum would not be difficult to produce. 


In the Mediterranean littoral St. Lucia of Syracuse is the patron saint of 
ophthalmology. In her statues or portraits she is shown holding her eyes on 
a plate, the legend being that ‘when pestered by a would-be 

A New ssuitor she performed an auto-evulsion of her eyes and sent them 
Patron to him’. Dr. John Foster has now come forward with the sugges- 
Saint tion that British ophthalmologists can claim a patron saint of 
their own in the person of Saint Triduana (Brit. 7. Ophthal., 1953, 

37, 763). Legend has it that she came to Scotland in A.D. 337. “Whilst 
living an eremitic life with other virgins at Rescoby in Forfarshire, as she 
was of illustrious birth, of an elegant form, and by nature of a pre-eminently 
virtuous disposition’, she ‘attracted the attentions of the local prince, 





THE MONTH 


Neetaneus or Nectan, whe desired to marry her. She questioned the 
messenger sent to her by the Prince, and hearing that he was chiefly attracted 
by the transcendent beauty of her eyes, she replied, “What he asks of me he 
shall obtain’; and retiring into a secret place she plucked out her eyes, 
transfixed them on a wooden pin, and held them out to the messenger, 
saying, “Accept what your prince desires” ’. Subsequently she settled at 
Restalrig, near Edinburgh, ‘where she devoted the rest of her life to fasting 
and prayer’. 

Legend does not become fact until 1178 when the first reference is found 
to the Church of St. Triduana at Restalrig. Its importance gradually in- 
creased until in 1477 it became a Chapel Royal. Less than a century later, 
however, it was one of the first of the churches to be demolished by John 
Knox and his adherents, and it was not until 1837 that the church was re- 
built and passed into the hands of the Church of Scotland. In the early years 
of this century the neighbouring well-house was repaired and ‘a statue of 
the Saint holding a thorn bush with her eyes transfixed on the branches 
was mounted thereon, but the statue is now so smoke-blackened that details 
are not clearly perceptible’. It would be a pleasant gesture if, through their 
official society, the ophthalmologists of the United Kingdom could adopt St 
Triduana as their patron saint, sponsor the restoration of her begrimed 
statue and, possibly, make an official pilgrimage to her church when next the 


society meets in the Capital of Scotland. 


A SCIENTIFIC nomenclature is undoubtedly a necessity in these days of 


potent synthetic drugs, but a tear must be spared for the passing of the re- 
freshingly varied, as well as eponymous, names with which 

‘What many of the old drugs were christened. Their infinite variety 
Drugs, is well brought out in a dictionary of synonyms, with over 
What 4000 entries, which is included in the recently published 16th 
Charms’ edition of “The Pharmaceutical Pocket Book’ (see also p. 226). 
That the bon viveurs of the last century were not immune to the 


effects of over-eating is suggested by the large number of purgative pills and 
mixtures which acquired popular names: a pill containing 2 grains of aloes 
and } a grain of mastic, for instance, has three names—Dinner Pills, 
Lady Hesketh’s Pills, Lady Webster’s Pills, whilst variations on the same 
theme are provided by Baird’s Pills, Chapman’s Dinner Pills, Hamilton’s 
Pills, and Marshall Hall’s Pills, not to mention Earl Warwick's 
Powder (compound powder of scammony). But perhaps the three most de- 
lightful names in this category are Balsam of Life (compound decoction of 
aloes, B.P.C.), Elixir ad Longam Vitam (compound tincture of aloes, B.P.C. 
1934), and Paracelsus’s Elixir of Propriety (tincture of aloes and myrrh, 
B.P.C. 1934). 

That asafetida was also widely prescribed at one time is suggested by the 
choice of synonyms provided for it: e.g. Devil’s Dung, Stercus Diaboli, and 
Food of the Gods. Equally striking are some of the other synonyms: Lait 
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Virginal for lotion of benzoin, B.P.C. 1934, Oil of Palma Christi for castor 
oil, Heal-all for collinsonia (widely used at one time as an antispasmodic), 
and Mouse’s Ear for syrup of marrub, B.P.C. (or horehound, still quite a 
widely used household remedy for coughs and colds). Potassium per- 
manganate is appropriately known as Red Sin, but zinc oxide has the most 
striking synonyms of all—Nil, Nihil, Nihili Album; and Philosophers’ Wool. 
By the introduction of the organic arsenicals and the antibiotics, venereology 
has lost several apt pharmaceutical titles: Clap Mixture (mixture of potas- 
sium citrateand hyoscyamus, B.P.C.), Nesbit’s Specific (compound spirit of 
santal, B.P.C. 1923), Dutchman’s Breeches (corydalis—an old antisyphilitic 
remedy), and Trooper’s Ointment (dilute ointment of mercury, B.P.). Not 
altogether irrelevantly, it is interesting to note Malthusian Cones as an 
alternative name for quinine pessaries. The last word, however, must go to 
Mother’s Mixture: potassium bromide 25 grains, chloral hydrate 25 grains, 
tincture of opium 7} minims, liquid extract of liquorice 15 minims, chloro- 
form water to } fluid ounce. The ambiguity of the synonym is tantalizing. 
Was this for mother or was it what mother ordered for her family when they 
became too obstreperous? 


‘THE widespread interest which was aroused by the symposium on Stress in 
our January issue could not be better epitomized than in IIlingworth’s con- 
ception of the problem 
Stress which was published in 
asa the Daily Mail of 
Clinical December 31, and 
Problem which is_ reproduced 
here by permission of 
the Editor of the Daily Mail. It is 
undoubtedly a sign of the times that 
the Bishop of Manchester’s article 
on “The Church and Stress’ should 
have attracted so much attention. 
That the problem is one of intense 
practical interest is amply demon- 
strated in the miniature symposium 
on ‘Stress and Distress in General 
Practice’ which constitutes General 
Practitioners’ Forum in this issue 
(p. 183). If the finding of these six 
representative general practitioners — 
that ‘one-fifth, or more, of the ills that our profession has to treat are at least 
partly occasioned by stress’ is applicable to the country as a whole—and 
there is no reason to believe that it is not—then much more attention must 


be devoted to the etiology, prevention and treatment of this major cause of 
ill health. 





SURGERY AND PEPTIC ULCER 
\N ASSESSMENT OF ITS PRESENT STATUS 
By R. MILNES WALKER, M.S., F.R.C.S. 


Professor of Surgery, University of Bristol. 


WHEN I was invited to write on this topic, about which so much has already 
been written by surgeons who may be biased in their estimates, I felt that 
the only people who could assess the present status of surgery for patients 
with peptic ulcer at all fairly were the general practitioners who have to look 
after these patients for the rest of their lives. Twenty-five years ago, when 
gastro-enterostomy was still the most common operation employed in the 
treatment of peptic ulcer, it was not unusual to hear general practitioners 
deploring the fate of some of their patients who had been so treated ; now this 
seems to be rare. I therefore decided that it would be best to shift the 
burden of making a conclusion, and I invited four general practitioners, all 
with large practices—three in towns and one in the country—to give me 
their impressions of this problem; their practices are widely scattered and 
their cases are operated on in different hospitals and by different surgeons. 


WHAT THE G.P. THINKS 
Their replies, which have been painstakingly written, are most helpful and 


I take the liberty of quoting from them at some length. 


(1) Town Practice, West Midlands 

“The results of partial gastrectomy in the patients in my practice have 
usually been excellent. ‘They have been free from pain and discomfort and 
very pleased with the relief given by surgery for peptic ulcer. There have 
been only two patients in whom I should not give a rating of excellent. The 
other comment I have to make is that sometimes it is difficult to get a surgeon 


to operate. In a few cases the surgeon postpones an operation which I think 


is necessary and which later proves to be necessary. This is particularly the 
case in recurrent hamatemesis. In two cases the patients had several severe 


hamatemeses before I could persuade a surgeon to operate’ 


(2) Town Practice, East Midlands 

‘In many cases it has been a successful operation for the following 

reasons: 

(a) Once they have received a final certificate to enable them to return to 
work after the operation they are not seen again in the surgery for a 
considerable time and then their complaint is usually of a different 
nature. 

(b) All my patients state that the operation has been well worth while. 

(c) I have not seen a recurrence. 

Regarding the so-called “dumping syndrome’”’, this is a fairly common 


February 1954. Vol. 172 (125) 
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complaint during the first few months after the operation, but it soon be- 
comes less of a nuisance and the patients soon learn that it quickly passes 
off if they lie down for a short time. Men seem to fare better than women 
and have less postoperative complaints. The more ‘“‘cow-like” the per- 
sonality of the patient, the better the success of the operation’. (N.B. This 
practitioner had had a partial gastrectomy for peptic ulcer himself and re- 
garded it as successful.) 


(3) Country Practice, West Midlands 

‘In the case of medical treatment, I found that in most eases the active 
signs subsided and the condition appeared to be cured, only to break out 
again as the result of either dietetic indiscretion or mental anxiety, or an 
accumulation of both. The patient lives a life of fear of recurrence and a 
gradually increasing restriction of diet. 

In the case of surgery, since partial gastrectomy became more widely 
practised, I have found the results much more satisfactory. After partial 
gastrectomy a considerable amount of time is required for the patient to 
become adapted to the change. There is often a good deal of flatulence and 
occasional bilious attacks lasting for some months after operation, but 
gradually the patient finds that all kinds of food can be eaten and in amounts 
practically the same as in pre-ulcer days. There is no doubt that the patient 
looks on the operation as similar to an appendicectomy in so far as he feels 
he can never have another peptic ulcer and this has a very considerable 
psychological effect. My own opinion is that medical treatment is a waste of 
time; I would have every patient who showed an active peptic ulcer on an 
x-ray film operated on without delay’. 


(4) Urban Practice, South West England (Partnership of four) 

‘We are all agreed that the present surgical treatment for peptic ulcer 
seems to be very satisfactory. It is true that in the past the majority of cases 
of gastro-enterostomy did very well, but there was always the necessity for 
continuing comparatively rigid dietary care. Now, however, after the initial 
period of observation, we feel—and the patients feel—that they can behave 
like normal individuals, which is a very good point in itself in what is 
usually an anxious type of individual’. 

These extracts are, I think, a very fair survey of the over-all position. 
They take no account of the site of the ulcer or the age of the patient, and 


only once is the prognosis in the two sexes referred to. Neither do they 
mention the types of operation concerned, though it may be taken that they 
refer to partial gastrectomies either of the Polya or Billroth I type. However, 
these points need consideration. 


INDICATIONS FOR SURGERY 
There are certain definite indications for surgical treatment :— 
Acute perforation,—There has been an increasing tendency to treat these 
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cases by primary partial gastrectomy if the patient is in good condition. A 
number of small series has been reported in which the operative mortality 
was no greater than after simple closure; and as the majority of patients who 
have simple closure get recurrence of symptoms, and many of these later 
require a partial gastrectomy, there is a lot to be said for this. Probably in 


this country more emergency gastrectomies for acute perforation ought to 
be done. One of the most common causes of death after simple closure of a 
perforation is bleeding from the ulcer in the early postoperative period, and a 
primary gastrectomy avoids this danger. 

Hemorrhage.—With adequate blood for transfusion, more and more 
emergency partial gastrectomies are being performed for bleeding ulcers. In 
general, the older the patient the stronger are the indications for surgical 
treatment, for the mortality without operation is much greater in patients 
ever 50 years, than in younger patients; if a second hemorrhage occurs 
within a few days or weeks, operation should be undertaken without delay. 
As a rule it is possible to perform an emergency gastrectomy in these cases 
but, if the patient is severely ill, ligature of arteries or suture of the bleeding 
vessel may be all that it is wise to attempt. Apart from the emergency case, 
2 history of a severe hemorrhage is a weighty point for performing a 
gastrectomy as an operation of election. 

Obstruction.—Obstruction at or near the pylorus is a common late sequel 
of peptic ulcer and is a definite indication for surgical treatment; similarly, 
hour-glass stomach in women can only be dealt with adequately by surgery. 

Suspicion of malignancy.—This is not such a difficult problem as might be 
expected because ulcers which lead to this suspicion nearly always require 
surgical treatment for their own sake. It arises only in cases of gastric ulcer, 
in which the relative indications, as described below, for surgical treatment 
are much stronger than in cases of duodenal ulcer. The distinction between 
some gastric ulcers and carcinomas may be very difficult, and even at 
operation the surgeon may occasionally still be in doubt. 

The relative indications are not so clear-cut and they differ, depending 
upon whether the ulcer is in the stomach or duodenum. ‘The problem arises 
in patients who have persistent pain or indigestion, and are incapacitated in 
a varying degree. 

The results of the surgical treatment of gastric ulcer are much better than 
in cases of duodenal ulcer; also gastric ulcers are much more liable to severe 
hzmorrhage and may be confused with carcinoma. There is therefore a very 
strong case for advising surgical treatment for all patients with gastric ulcers 
which do not disappear rapidly, radiologically, and perhaps gastroscopically, 
on medical treatment. By adopting this attitude a few early carcinomas will 
be detected and removed and serious complications will be avoided. The 
results are equally satisfactory in the two sexes. As regards duodenal ulcers, 
more judgment is required. The unsatisfactory results which follow gastrec- 
tomy for ulcer are nearly all in patients who had duodenal ulcers, and the 
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poor results in this group are relatively more common in women. Therefore 
partial gastrectomy for duodenal ulcer in women should be advised only in 
the presence of complications or incapacitating symptoms. In men, as in 
women, the age of the patient will strongly influence the decision for or 
against surgical treatment. T’here is a natural reluctance to undertake such 
a drastic operation as a gastrectomy in a young patient, so that, if none of 
the absolute indications for surgery is present, a much longer trial of 
medical treatment is indicated. Many youne nen in their twenties suffer 
from duodenal ulcers which do not give rise to trouble in later life, so that 
if all these cases were operated 

on, many unnecessary gastrectomies 

would be performed. But a patient 

who already has an ulcer history of 

ten years or more is unlikely to be 

permanently healed by medical 

treatment, and it is pointless to per- 

sist in it for long. 


TYPE OF SURGERY 

This is not the place to discuss in 

detail the types of surgical opera- 

tion. In the main, a partial gastrec- 

tomy is the operation of choice, 

removing rather more than half the Fic. 1.—One of Billroth’s original drawings 
stomach in cases of gastric ulcer and of partial gastrectomy, 1881. 
something like three-quarters in patients suffering from duodenal ulcer with 
high acidity. The more extensive resections give no better results as regards 
recurrence of an ulcer, and are more liable to be followed by the ‘post- 


gastrectomy syndrome’. Of the two types of partial gastrectomy, there seems 
little doubt that after the Billroth I operation (gastro-duodenostomy) (fig. 1) 
there is less liability to unpleasant after-effects than after the Polya type of 


anastomosis (gastro-jejunostomy). During the nineteen-thirties Grey ‘Turner 
kept the flag of the Billroth I operation flying and in recent years it has been 
much more widely adopted. My own practice is to employ it in all cases in 
which it is possible without too much mobilization of the duodenum. Some 
severe cases of the ‘post-gastrectomy syndrome’ after a Polya resection have 
been successfully treated by converting the operation into a Billroth [ type 
at a second operation. 

The only other alternative operations which may be considered are gastro- 
enterostomy and vagotomy, either separately or together. Gastro-enteros- 
tomy alone is rarely practised nowadays in view of the serious risk of 
recurrent ulceration, usually in the region of the stoma. The operation still 
has a place, however, in elderly patients suffering from pyloric stenosis 
secondary to a duodenal ulcer; its great advantage is that it is quickly per- 
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formed and has an even lower mortality than partial gastrectomy. Vagotomy 
alone as a treatment of peptic ulcer has swept like a whirlwind round the 
world because it was an easy operation and was thought to be based on 
sound physiological principles; however, it failed to produce the results and 
is generally condemned. Vagotomy combined with gastro-enterostomy still 
lingers in some quarters, but in numbers and length of follow-up of case 
reports it has not yet established itself alongside partial gastrectomy. Just 
as the incidence of carcinoma of the stomach varies considerably from one 
country to another, so also in all probability do those factors which cause 
peptic ulcer, or which influence the results of operation on the stomach. It 
must not be assumed therefore that results which apply in America or on 
the Continent of Europe will be precisely the same in Great Britain. 


RISK 
It is difficult to assess the risk of operation for peptic ulcer as it is influenced 
so much by the selection of cases, the ability of the surgeon and the quality 
of the nursing available. Many large series have now been reported with a 
mortality rate of under one per cent. and figures which show an operative 
risk greater than three per cent. call for inquiry. When the operation is done 
in an emergency for hemorrhage or perforation the risk is consequently 


greater. 


POST-GASTRECTOMY SYNDROME 

This is the name given to a group of symptoms which occur in a small pro- 
portion of patients after the operation; they are divided into two groups: 
vasomotor symptoms—a feeling of frustration or faintness, usually soon 
after meals, and nausea or occasionally vomiting. ‘These symptoms, when 
they occur, make their appearance within a few weeks of the operation and 
in most cases disappear within six months. In the few in which they persist, 
treatment by a sympathetic ganglion-blocking drug such as hexamethonium 
may give relief 

A few other conditions may rarely account for symptoms persisting after 
a gastrectomy—attacks of hypoglycemia, mild iron-deficiency anzmia, or 
persistent vomiting. If such symptoms are present, other possible causes 
must be looked for. It has been suggested that patients who have had a 
gastrectomy are slightly more liable to contract active pulmonary tubercu- 


losis, but the statistics on this point are not conclusive 


IMPROVED OPERATIVE MEASURES 
From time to time, enthusiastic surgeons introduce new modifications, 
sometimes of a complicated nature, to avoid the sequela which may follow 
a gastrectomy: recently we have heard of new stomachs fashioned out of a 
loop of jejunum or the transverse colon. By asking patients who have had a 


gastrectomy persistent leading questions it is possible to suggest that the 
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results of the operation are worse than they really are, and then justify the 
claims of the new techniques. Judging by the reports from general prac- 
titioners which I have quoted, these so-called improvements will have a 
hard task to show a lower operative mortality and better end-results than the 
now well-tried methods of partial gastrectomy. 


SUMMARY 

Except as a result of the complications of hemorrhage or perforation, peptic 
ulcer is a disease which is rarely fatal but, because of its frequency, it causes 
a great deal of disability and presents an economic as well as a purely health 
problem. In deciding on the line of treatment to be adopted in each in- 
dividual case, economic as well as psychological factors have to be taken into 
consideration. ‘The patient is most commonly the bread-winner of the 
family. Medical treatment is apt to be long, expensive to the State in hospital 
accommodation, to the patient in special foods and uncertain in its end- 
results. Although symptoms can nearly always be relieved, relapse often 
follows a return of the patient to his occupation. For this reason many 
patients ask for surgical treatment, regarding it as a short cut to cure. 

Against this view, operation carries a small but definite risk. On account 
of the post-gastrectomy syndrome, some patients cannot return to their 
occupation for months after their operation, and a few have persistent 
symptoms which leave them no better, or perhaps worse off, than they 
were before. ‘These cases prevent surgeons from becoming complacent about 


the present results but, on the whole, the results are so good that a very 


strong case will have to be made for any new methods which may be recom- 
mended. Except in those few hospitals where a complete follow-up is carried 
out, surgeons only see the poor results and are perhaps inclined to take too 
gloomy a view. ‘The general practitioner can often give a much fairer 
assessment, and I must express my gratitude to those general practitioners 
who have helped me to this end. 

We may conclude therefore that surgery at present has a big part to play 
in the treatment of peptic ulcer; practically all the complications of the 
disease require surgical management whilst, in the uncomplicated cases 
which are not cured by an adequate course of medical treatment, surgery 
offers a very good prospect of complete relief of symptoms at very small 
risk. ‘The removal of the greater part of an organ like the stomach is a 
mutilating procedure to the surgeon’s eyes, but the patient who is relieved 
of his symptoms does not regard it as such. The day will no doubt come 
when these ulcers can be prevented but, until more is known about the 
causative factors, it seems unlikely that the need for surgical treatment will 
diminish. 
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WHEN William Prout, in his Goulstonian Lectures to the Royal College of 
Physicians in 1831, announced his discovery of hydrochloric acid in the 
gastric juice, his sanity was called in question by his contemporaries. His 
findings, based on observations carried out over a period of ten years, were, 
of course, confirmed. The phase of incredulity gave place to one of systematic 
investigation, and in this no less a person than Claude Bernard played an 
important part. Physiological research has now established the range of out- 
put of gastric hydrochloric acid in normal people, and many of the factors 
which have a bearing on the acidity of the gastric secretion have been studied 
in the laboratory and at the bedside. Further, it has long been apparent that 
provision is made for inhibiting excessive production of acid, so that the 
end-result shall be optimal for the local conditions in the stomach as well as 
for the general health. This observation is not without importance to the 
practitioner, for when there are clear indications for attempting to correct 
hyperchlorhydria it is worth while to think in terms of the physiological 
process. 
PREVENTION OF HYPERCHLORHYDRIA 

The word ‘antacid’, denoting mere chemical neutralization, should serve 
as a reminder of the considerable variety of ways in which the physician can 
diminish the amount of available hydrochloric acid. Before considering these 
methods a brief statement might be interpolated here in justification of the 
general procedure as a therapeutic measure. Reduction of the acidity of the 
gastric juice is the simplest way of abolishing or alleviating pain due to 
hyperchlorhydric dyspepsia. This is a bald statement but, as it will be 
endorsed by most practitioners and observant laymen, its importance as a 
form of empirical treatment can hardly be everrated. It is true, of course, 
that relief of pain by this method is rarely synonymous with cure of the under- 
lying disease. This comment, however, is less of an argument against the 
empirical procedure than it is a reminder that the antacids in their various 
forms are merely symptomatic remedies. In the management of gastric 
disease—as in all others—the first step in treatment is diagnosis. 

The functions of the alimentary canal are highly susceptible to fluctua- 
tions in emotional tone and the stomach is no exception. The restless, 
ambitious and exacting type of personality is one which appears to pre- 
dispose to persistent hyperchlorhydria. The physician should therefore pay 
some attention to these characteristics and offer suitable advice to patients 
whose gastric symptoms are aggravated by continueus anxiety punctuated 
by emotional storms. The problem is an old one: the boon of tranquillity 
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and relaxation at meal times was commended by the writer of Proverbs: 


‘Better is a dry morsel, and quietness therewith 
than an house full of good cheer with strife’. 

This is not to say that it is easy to change the habits of a lifetime 
especially when these habits are a manifestation of personality. The long- 
continued use of sedatives is to be deplored, but patients who are liable to 
develop gastric symptoms at times of stress should be allowed a short 
course of phenobarbitone, } grain (30 mg.) twice daily, for a week or so. 


DIETETIC CONTROI 

The patient with hyperchlorhydric dyspepsia usually learns by experience 
to avoid certain foods which aggravate his symptoms. The list varies with 
the individual but commonly includes spiced foods, curried meats, pickles, 
many fried foods—especially those containing potato, cabbage and onion 
and re-cooked and made-up dishes. Alcoholic beverages, if taken at all, 
call for moderation and discrimination. Whisky well diluted with plain 
water is the safest; strong spirits, sherry and the burgundies often cause 
heartburn, nausea and flatulence in patients subject to Hyperchlorhydria. A 
cigarette after meals is rarely harmful, but excessive smoking—especially on 
an empty stomach—should be avoided. The convention of combining cock- 
tails and cigarettes while fasting—and as a preliminary to a heavy meal—is 
a particularly pernicious one. Strong tea and coffee are also potent stimulants 
of acid secretion. 

Careful selection of foodstuffs in the diet and the proper spacing of meals 
can result in substantial reduction of the quantity of gastric hydrochloric 
acid. It is worth recalling that in fractional test-meal curves the difference 
between total acid and free hydrochloric acid represents almost exclusively 
the hydrochloric acid buffered by the proteins of the food and secretions. 
This ‘mopping up’ of free acid by bland protein foodstuff provides the 
rationale for giving frequent small feeds in the management of cases of 
active peptic ulceration with hyperchlorhydria; it justifies the practice of 
supplementing the ordinary diet by means of milk feeds taken midway 
between the ordinary meals. Its importance is also emphasized by the 
success which follows the use of an intra-gastric milk drip for patients with 
ulcer, suffering intractable pain. Bland oils such as olive oil and peanut oil 
are powerful inhibitors of acid secretion. They act when they pass beyond 
the pylorus by exciting the production of enterogastrone which, after 
absorption into the blood stream, acts on the secreting apparatus of the 
stomach wall. 


GENERAL MANAGEMENT 
These general considerations are applicable in all cases of hyperchlorhydric 
dyspepsia irrespective of its etiology. When the symptoms are part of the 
ulcer syndrome, rest in bed—and preferably in hospital rather than at home 
—is the most important single measure in treatment. It is not clear whether 
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the rapid relief of pain which follows this is due to a fall in the levels of 
hydrochloric acid concentration in the stomach, but the beneficial effects in 
uncomplicated peptic ulcer are so constant that if they do not occur within 
three days the diagnosis is probably wrong. The type of diet ordered is 
certainly less important than insisting on this period of rest in bed and mental 
tranquillity. In the past, physicians probably went too far in restricting the 
variety of food to be taken. ‘The introduction of the Lenhartz diet and the 
excellent result which it gave led rapidly to general recognition that a 
generous and nutritious diet is readily tolerated by ulcer patients, provided 
that the meals are small and frequent, and that the food contains a minimum 
of the substances which are known to be harmful as chemical stimulants or 
as physical irritants. 
NEUTRALIZATION 

Although general management of the patient, with special reference to rest 
and diet, is of capital importance, these measures are nearly always supple- 
mented by the use of drugs which are known to reduce the concentration of 
acid in the stomach. ‘These antacids rank as domestic remedies. As such they 
are sold in enormous quantities throughout the world, and the benefits they 
confer on mankind in terms of relief of local discomfort and general misery 
are probably greater than from any other group of drugs—with the possible 
exceptions of quinine and aspirin. ‘The indiscriminate use of certain antacids 
is not wholly free from unpleasant side-effects. These are mentioned later, 
but the chief menace arising from their use by the lay public lies in the 
patient’s resorting to ‘stomach powders’ when he is in urgent need of an 
operation (for example, in some cases of malignant disease); and many 
patients with peptic ulcer depend mainly upon alkalis when they really 
require the full regimen of medical treatment. 

It has already been stated that the antacids are not curative drugs but 
simply palliatives—though certainly important ones. By reducing the acidity 
of the gastric juice they relieve the state of malaise which accompanies 
general abdominal discomfort and heartburn. From the patient’s point of 
view there is little to choose between the potent antacids, provided he 
receives good advice about dosage. If the preparation is effective he can be 
depended upon to take it as often as necessary. The physician, predomin- 
antly empirical in his approach to therapeutics, is bound to assess the merits 


of the antacids in terms of the patient’s response to treatment. This usually 


means that the practitioner is content to use a limited number of these 
substances, and is naturally reluctant to experiment with new preparations 
when he considers how many variables have to be reckoned with in carrying 
out an adequate clinical trial. 

It must be borne in mind that the most powerful antacids are not ipso 
facto the best: drugs which suddenly change the reaction of the gastric 
contents from strongly acid (pH 1.5) to alkaline (pH 8) go far beyond what 
is necessary in clinical practice. Pain can be relieved and the action of pepsin 
be inhibited by a moderate reduction of acidity—measured by raising the 
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pH to about 4. Physiologists also point out that the effect ef am antacid when 
added to the stomach contents after a meal—with its ‘layered’ foodstuff, 
gastric mucus, pepsin, numerous inorganic constituents and sometimes, in 
addition, a mixture of substances regurgitated from the duodenum—is a 
very different thing from an im vitro experiment using a solution ef hydro- 
chloric acid in distilled water. 

In modern research on the neutralizing power of antacids an attempt is usually 
made to imitate the conditions which occur naturally by means of an ‘artificial 
gastric juice,’ consisting of 0.05 N HCI and containing 0.15 per cent. each of pepsin, 
peptone and sodium chloride. The solution is kept at a temperature of 38° C., 
and changes in acidity are recorded on a fH meter following admixture with an 
excess of the antacid under investigation. 

Tests carried out in this way, though not reproducing exactly the ex- 
ceedingly complex and variable conditions found im vivo, have made it 
possible to determine more satisfactorily the neutralizing powers of various 
preparations; they have also made it possible for investigators to compare 
their results. 


CLASSIFICATION OF ANTACIDS 

For clinical purposes the antacids can be divided into twe main groups :— 
(1) The buffer salts—the citrates, acetates, phosphates and silicates. Their 
action depends upon the fact that a strong mineral acid such as hydro- 
chloric acid displaces a weak acid, with the formation of a neutral salt. They 
de not abolish acidity but they can reduce it to a significant extent; and no 
matter how great the dose of the buffer salt the reaction in the stomach never 


becomes alkaline. The disadvantage of the citrates and acetates is that when 
absorbed from the intestine they are oxidized to bicarbonates and these tend 
to produce systemic alkalosis. Calcium phosphate is free from this side-effect 
and its status is comparable to that of the silicates of aluminium. 

(2) The non-buffers (sometimes called ‘gastric alkalis’). These include the 
oxides, carbonates, bicarbonates and hydroxides of the light metals. They 
combine at varying rates with hydrochloric acid to produce neutral salts. 
When given in excess—and this is essential for clinical purposes—they 
produce alkalinity of the gastric contents (pH 7 to 10). A few of these 
preparations which are in common use merit further discussion. The speed 
and duration of action of individual antacids depend largely upon their 
physical and chemical properties. Some are absorbed and can thus produce 
important remote or systemic effects. 

Sodium bicarbonate, being freely soluble, begins to act from the moment 
it enters the stomach. Neutralization is accompanied by evolution of carbon 
dioxide. The distension thus created is cited as a disadvantage, but few 
patients object to eructation which heralds imminent relief from pain or 
heartburn. The sudden and striking change in the acidity of the stomach 
contents does not last long, because the chemical reaction between hydro- 
chloric acid and one or two grammes of sodium bicarbonate tends to be 
rapid and complete. The concentration of acid therefore rises again and may 
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even exceed the original value. This phenomenon has been called the ‘acid 
rebound’. Its importance has undoubtedly been exaggerated, and it is 
particularly interesting to note that relief of pain usually persists for a con- 
siderable time notwithstanding the return of high acid levels in the stomach. 
Repeated administration of large doses of a soluble alkali such as sodium 
bicarbonate undoubtedly exposes the patient to constitutional upsets on 
account of the rapid absorption of base. This may result in various grades 
of alkalosis, and the patient’s symptoms are usually misinterpreted unless 
the syndrome assumes the florid and unmistakable state of alkalotic tetany. 
Nevertheless, the use of sodium bicarbonate by the lay public will certainly 
continue because its effects are so reliable and so rapid in onset; further, it is 
nearly always available in the kitchen cupboard. The reputation of many 
compound powders, lozenges and mixtures prescribed by practitioners de- 
pends largely upon the presence of a small quantity of sodium bicarbonate 
included to ensure immediate relief while other relatively slow antacids are 
taking effect. 

Magnesium oxide (magnesia), magnesium carbonate, magnesium hydroxide. 
Magnesia is the most powerful of all the antacids. It is insoluble in water 
but in the acid gastric juice it dissolves rapidly enough to cause a steep rise 
in the pH curve to values between g and 10 (strongly alkaline), and after 
a dose of 0.5 g. the action is sustained for well over an hour. In the bowel, 
magnesium chloride is partly converted into the bicarbonate of magnesium 
and this may produce a saline purgative effect. ‘The soluble salts of mag- 
nesium are partly absorbed into the circulation and are excreted by the 
kidney, but if renal function is impaired magnesium is retained in the tissues 
and may produce toxic effects. Magnesium carbonate and magnesium 
hydroxide have similar actions in the stomach and the bowel but they have 
only about one-half the potency of magnesium oxide. 

Calcium carbonate and other basic salts of calcium are valuable antacids 
although their potency is less than half that of magnesium oxide. The 
calcium chloride formed in the stomach reacts in the upper intestine with 
sodium bicarbonate and forms calcium carbonate and sodium chloride. ‘The 
re-formed calcium carbonate is not absorbed and often causes constipation. 
For this reason it is usuai to prescribe calcium carbonate and magnesium 
oxide together in order to minimize their individual effects on the bowel. 
Calcium hydroxide has a similar action but as its potency is only about one- 
quarter that of magnesia it is now rarely used to control hyperchlorhydria. 

Magnesium trisilicate occupies a special place among the antacids. It is a 
tasteless white powder, insoluble in water. In the stomach it forms a gel 
which acts partly by the physical process of adsorption and partly by slow 
interaction with hydrochloric acid, yielding magnesium chloride and hy- 
drated silicon dioxide. The antacid effect is greatest after about one hour but 
the action persists for several hours. Administration of 1 to 2 g. every two 
hours usually suffices to abolish hyperchlorhydria, and it is an advantage that 
the reaction never becomes alkaline (the pH rises to 7 but does not exceed 
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this value). There are no systemic effects. Side-effects are unusual although 
there is occasionally some looseness of the bowels, attributable to the saline 
laxative effect of the magnesium chloride. 

Aluminium hydroxide acts in much the same manner as magnesium tri- 
silicate, but in this case the effect is mainly due to adsorption of the acid on 
to the colloidal aluminium hydroxide; neutralization from chemical re- 
action is relatively slight. A reduction of gastric acidity can be achieved 
satisfactorily (pH approximately 4) by giving the B.P.C. gel in doses of 
about 8 ml. (one dessertspoonful) every two hours. Several other aluminium 
compounds can be used with equally satisfactory results including di- 
hydroxyaluminium aminoacetate (1.5 g.) and the dried aluminium hydroxide 
gel (1.5 g.). There are remarkable variations in the neutralizing power of 
aluminium compounds of this type, even in different batches of the same 
preparation. This phenomenon is possibly attributable to changes in the 
physical conditions at the time of manufacture. Whatever may be the cause, 
it is clear that the physician must look to his pharmaceutical colleagues for 
advice on the relative merits of members of this important group of antacids. 
Aluminium hydroxide causes no remote or systemic effects, though it is 
possible that there is a subsidiary astringent action in the stomach and bowel 
from small quantities of aluminium chloride. 

Bismuth carbonate is not an antacid. This has been demonstrated re- 
peatedly. It is not an adsorbent; its astringent action is negligible; and its 
reputed ‘protective’ effect on the gastric mucosa is based on surmise rather 
than clinical evidence. A therapeutic trial failed to show any symptomatic 
benefit when bismuth carbonate was used alone for the relief of pain in 
gastric or duodenal disease. 

Anion exchange resins have recently found a possible therapeutic use as 
antacids. They absorb the H -+- ions in the gastric juice and thereby raise the 
pH and inactivate pepsin. When the resin passes into the intestine the H + 
ions are released and re-absorbed into the blood so that there is no risk of 
systemic upset. These resins sometimes cause nausea. They are at present 
expensive and rather difficult to obtain in quantity. This method of treating 
hyperchlorhydria has the attraction of novelty, but it is not yet clear what 
advantage the resins enjoy over the older antacids which are in common use. 

The atropine group.—Although not strictly antacids, the atropine group of 
drugs should be mentioned. There is no doubt that they have a place in 
drug therapy in gastric diseases accompanied by hyperchlorhydria. Most of 
the benefit derived from them, however, appears to be due to their anti- 
spasmodic effect. It is true that they reduce somewhat the volume of gastric 
juice, but in order to bring about significant changes large doses of these 
drugs must be given, and few patients are willing to tolerate side-effects 
which include dryness of the mouth, tachycardia and paralysis of accom- 
modation. 

‘Banthine’ (methantheline bromide) is an anticholinergic drug introduced 
in recent years as an alternative to atropine in the treatment of peptic ulcer. 
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In doses of 50 to 100 mg. by hypodermic injection it causes gastric quiescence 
and some reduction of acidity. The side-effects are similar to those of 
atropine but are rather less severe. It seems doubtful whether ‘banthine’ 


has proved superior to atropine. 

Ganglion-blocking agents, such as tetraethylammonium bromide and 
hexamethonium bromide lower the gastric acidity and diminish peristalsis 
If these compounds were highly selective in their action upon gastric function 
they would provide an almost perfect means of treating hyperchlorhydria. 
Unfortunately this is not so. They often cause a sudden fall in the blood 
pressure—an action which is applied therapeutically—and this has led to 
their being abandoned in the treatment of gastric disorders. A further dis- 
advantage is that they must be given by hypodermic injection; the results 


from oral medication are unreliable. 


SURGICAL MEASURES AND X-RADIATION 
The surgical operation of vagotomy aims at diminishing the secretion of 
hydrochloric acid and producing quiescence of the stomach. The procedure 
has not fulfilled expectations and has been abandoned by most surgeons. 
Exposure of the stomach to x-radiation in order to destroy as much as 
possible of the acid-secreting tissue is a fairly recent innovation. ‘The method 
calls for meticulous care by experienced radiotherapists. Even though this 
treatment is reserved for patients in whom all other forms of treatment have 
failed, it seems improbable that x-radiation therapy of the stomach will 
survive as a means of controlling hyperchlorhydria. 


CONCLUSION 

There are at our disposal many methods of relieving hyperchlorhydric 
dyspepsia. The method chosen by the physician or—more often—by the 
patient depends upon the severity and duration of the symptoms. The am- 
bulant patient, continuing with his work, very properly depends upon the 
reliable and quick-acting alkalis and he adjusts the dose to avoid inconvenient 
side-effects. Many gastric disorders of this type are of short duration and 
yield to simple palliatives taken for a few days. 

Chronic hyperchlorhydric dyspepsia, with or without a peptic ulcer, 
makes it imperative to adopt general measures which include rest in bed 
and a bland nutritious diet given in small frequent feeds. An antacid 
may be used also, but what the doctor chooses to prescribe is here relatively 
unimportant; there is a strong preference nowadays for buffer salts or sub- 
stances with some adsorbent action, such as aluminium hydroxide. Only 
occasionally is it necessary to supplement this simple form of antacid therapy 
with antispasmodics of the atropine group or synthetic anticholinergic drugs. 
New methods of combating hyperchlorhydria include the administration 
of ganglion-blocking agents and exposure to x-radiation, but these pro- 
cedures are, as yet, of little importance to the medical practitioner. 
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By HAROLD C. EDWARDS, C.B.E., M.S., F.R.C.S. 
Surgeon, King’s College Hospital. 


Hiatus hernia is displacement of a portion of the stomach through the 
cesophageal opening in the right crus of the diaphragm. Two types are 
described : 

(a) ‘Sliding’ or esophago-gastric, in which the hernia consists of the cardia 
and the stomach in continuity with it. A peritoneal hernial sac may or may 
not be present (fig. 1). 

(b) ‘Rolling’ or paracsophageal, in which the fundus of the stomach 
passes upwards in front of the cardia, which remains undisturbed. The 
hernia increases at the expense of the greater curvature of the stomach, and 
a peritoneal hernial sac is present (fig. 2). 

Sliding hernia is easily the more common. Occasionally the hernia is a 
eombination of both types. 


CAUSATION 
The diaphragm is an integral part of the muscular envelope of the abdomen. 
It is subject to the same stresses, and to the same despoiling of its integrity 
by the passage of years, as are the external abdominal parietes, with which 
it shares a similar liability to herniation of the abdominal organs. 

The most vulnerable area in the diaphragm is the esophageal hiatus 
which, in this respect, may be compared with the internal inguinal ring. 
Both apertures transmit structures—the one the esophagus, and the other 
the spermatic cord—and both are furnished with a muscular mechanism 
which, while allowing free passage to these structures, resists the extrusion 
of any viscera. As age advances there is a progressive deterioration in muscle 
efficiency, which may be hastened by the deposition of fat, and, in women, 
by multiple pregnancies; and these weaknesses are exploited by such dis- 
orders as persistent cough, constipation and, in men, urinary obstruction. 

These mutually progressive processes—the uneven impairment of muscle 
power, and the episodes of heightened intra-abdominal pressure—explain 
why predisposition to herniation increases with age. Indeed it is probable 
that one has only to live long enough to acquire a hernia at one site or 
another. 

Is there a congenital factor?—With the exception of a congenital short 
cesophagus (see p. 141) there does not appear to be any reason to suppose 
that congenital anomalies predispose to the development of a sliding hernia. 
The most that can be said is that there is a considerable variation in different 
individuals, both in the laxity of the tissues in the neighbourhood of the 
cardia and in the size of the hiatus. Both are well recognized by surgeons 
accustomed to operating in this region. Harrington (1948) found that the 
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DIAPHRAGM 


cwsophago-gastric) hernia. It produced no recognizable symptoms 


Fic. 1.—Shiding 


Fic. 2.—Rolling (paracesophageal) hernia. Oblique view. A lesser curve ulcer not shown in 


this view was present. The patient, a woman aged 62 years, was severely anawmic. 
Treated by reduction of the hernia, partial gastrectomy, and repair of the diaphragm 


from below. 
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hiatus would admit more than one finger in 10 per cent. of patients ex- 
amined at operation, and Rios-Solans (1953) found that in over a quarter of 
cadavers examined, two fingers could be introduced to a distance of 2 to 
3 cm. from the abdomen into the chest. 

One is not on such sure ground, however, in denying the possibility of an 
inborn weakness amounting to a true deficiency as the predisposing cause 
of paracesophageal hernia, for the gap in front of the esophagus through 
which the peritoneal hernial sac passes is very wide indeed—much wider 
than can easily be accepted as a mere variation of the normal. 


SLIDING (@SOPHAGO-GASTRIC) HERNIA 
The cardia may be defined as the junction between the cesophagus and the 


stomach. When at rest, 

e.g., when the subject is 

under anzsthesia, :t lies 

a little below the dia- 

phragm, but is usually 

capable of considerable 

movement in an up and 

down direction, the de- 

gree of which varies from 

person to person, and 

its position in relation to 

the hiatus must normally 

undergo considerable 

change because of the 

excursion of the dia- 

phragm, the shortening 

of the esophagus during 

swallowing, and the vari- 

ation in abdominal pres- 

sure. It becomes difficult 

therefore to determine 

the limits of the normal 

in its relation to the 

hiatus. It can be shown 

radiologically, for ex- Fic. 3.—Severe esophageal stenosis due to cesophagitis in 

ample, that the cardia aS WeEtnh NERS FE yeas. 

may pass upwards into the chest if the subject is made to bend forward and 

touch his toes. Furthermore, as Johnstone (1951) points out, the lower 

cesophagus may be distended in the normal to forma small pouch which, on 

X-ray examination, may look as though the cardia had been displaced 

upwards. One must therefore be very cautious in regarding a radiologically 

demonstrable small hernia as necessarily a pathological condition. 
Although there is no anatomical evidence that the cardia functions as a 
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sphincter, it is probable that a sphincter effect is exerted by the action of the 


circular muscle fibres of the lower esophagus which will prevent, or at least 
limit, reflux of gastric juice. This function, however, may be partly the 
responsibility of the diaphragm itself, which can exert what has been 
described as a ‘pinchcock’ action upon the cesophagus at the hiatus. What- 
ever may be the mechanism by which reflux of gastric juice is normally 
prevented, one thing is certain—that it fails when the cardia comes to lie 
above the diaphragm. The effect of such failure is to expose the cesophagus 
to the irritating and 
sometimes erosive 
action of the gastric 
juice, against which, 
like the small in- 
testine, it has only 
a limited defence, 
and ewesophagitis 
may result. This 
is probably caused 
not so much by the 
acid component, for 
often there is hypo- 
chlorhydria, as by 
enzymatic action. A 
striking example of 
crowding out ofl 
the cardia and its 
Fic. 4.—Peptic ulcer of the esophagus in a man aged 42 years adjacent stomach 
from the abdominal cavity occurs in the later stages of pregnancy, and is 
the probable cause of the heartburn so often experienced at this time. The 
herniation is nearly always a temporary matter, and the normal relationship 
returns after delivery, although, as Dutton and Bland (1953) have shown, 
the hernia may remain. Pregnancy may also so affect the stability of the 
cardia and the integrity of the hiatus musculature as to predispose to 
permanent herniation later in life. 

(Esophagitis may lead to diffuse ulceration which, if severe, may cause 
extensive scarring within the esophageal wall. By its contraction, the scar 
tissue may cause cesophageal stenosis and, at the same time, permanent 
shortening of the esophagus, so that the hernia of the stomach becomes 
irreducible (fig. 3). 

Peptic ulcer and congenital short esophagus.—In certain circumstances the 
formation of a true peptic ulcer in the esophagus may develop in the absence 
of a sliding hernia (the latter being an effect and not a cause), due to the 
cardia being ‘hauled up’ into the thorax by scar tissue contraction (fig. 4). 
It was once thought that the ulcer was due to the presence of an island of 
ectopic gastric mucosa in the esophagus, but Barrett (1950) has explained 
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that it is more likely to be due to an extensive abnormality in mucosal 
anatomy. The transition between cesophageal and gastric mucosa is not at a 
well-defined level, but normally along an irregular line situated a little above 
the anatomical cardia, though still below the diaphragm. As a congenital 
abnormality, this transition may take place in the lower esophagus above 
the diaphragm, the cesophagus being lined with nermal gastric mucosa for 
a considerable distance. Although in such circumstances the cardia lies in 
its normal situation, and anatomically the stomach is confined to the 
abdomen, yet from a physiological aspect the subject has a congenital 
thoracic stomach—and, in this sense, a congenital short esophagus. It is 
probable that all such patients will develop a peptic ulcer in the squamous 
epithelium of the esophagus just where it meets the gastric mucosa, and 
analogous to the peptic ulcer that may develop in the ileum secondary to a 
Meckel’s diverticulum lined by gastric epithelium. Contraction of scar 
tissue due to the ulceration will cause shortening of the esophagus, so that 
the cardia and stomach may be drawn into the chest—a secondary and 
relatively unimportant consequence. Peptic ulceration due to this cause 
should be distinguished from reflux esophagitis secondary to acquired 
herniation of the cardia into the thorax, for the principles governing initial 
treatment are fundamentally different. 

Clinical features.—Sliding hernia may be responsible for two groups of 
symptoms—those due to the presence of a portion of the stomach in the 
chest, and those due to reflux cesophagitis. In a large number of small 
hernias discovered on routine x-ray examination there may be no significant 
symptoms from either cause. The detection of herniation demands the 
screening of the patient in the Trendelenburg position, and the incidence 
of the condition will naturally be greatest in the practice of radiologists who 
are Mhiatus hernia’ minded, and who search for it as part of their routine. 
It is important, especially in older patients, not to regard the presence of a 
smaall hernia discovered on routine examination as the cause of symptoms 
before excluding other possibilities—particularly lesions of the stomach, 
duodenum, and gall-bladder. 

Symptoms due to the presence of the stomach in the thorax.—These are 
rarely severe in sliding hernia, as the amount of stomach which passes into 
the chest is usually insufficient to cause embarrassment to the heart and 
lungs, and strangulation never occurs. The symptoms are limited to: dis- 
comfort after meals; a sense of oppression behind the sternum, made worse 
by bending down; and a tendency to belch. 

Symptoms due to reflux esophagitis —These are often of a mild nature 
heartburn, with discomfort on swallowing—and are most noticeable when 
the patient lies down. They can usually be relieved by taking a little bi- 
carbonate of soda, and by sleeping on extra pillows. In a minority of patients 
the symptoms may be severe. Pain, beginning behind the sternum, may 
radiate ever an extensive field—to the back, the neck, the palate, and dewn 
the left arm. It may be difficult to distinguish from cardiac pain, especially 
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if cardiovascular degeneration be present. Pain on swallowing may also be 
severe, and there is a feeling of food sticking behind the lower end of the 
sternum. Frothy, bitter fluid may be brought up into the mouth, par- 
ticularly on awakening in the morning." The symptoms may be precipitated 


by stooping and relieved on straightening up. Finally, stricture may develop 
which will allow swallowing of food in semi-fluid form only. ‘Weeping’ of 
blood may result in secondary anemia. Allison (1951) has made the observa- 
tion that the pain is not always proportionate to the degree of cesophagitis 
as assessed by cesophagoscopy, and that there may be long remissions from 
symptoms without any significant improvement in the appearance of the 
cesophageal mucosa. Chronic gastric ulcer of the lesser curve of the stomach 
may coexist, as with paracesophageal hernia. 


ROLLING (PARAC®SOPHAGEAL) HERNIA 
In this condition the fundus of the stomach passes in front of the esophagus, 
and the hernia increases by a rolling of the greater curvature body with the 
cardia as the hub. The whole stomach may eventually pass into the chest, 
and as the hernia gets larger there is a tendency for a portion of the trans- 
verse colon to accompany the stomach into the hernial sac. Eventually, as 
in inguinal hernia, adhesions may form between the sac and its contents. 
Clinical features.—Vhe symptoms caused by paracesophageal hernia are 
due solely to the presence of the stomach, or a major portion of it, in the 
thorax, and to a tendency to constriction of the stomach by the fibro- 
muscular ring of the hiatus. Reflux cesophagitis does not occur unless the 
cardia becomes involved in the hernia, much as the cecum may ‘slide’ 
retroperitoneally into an enlarging inguinal hernia. The severity of the 
symptoms will naturally be related to the size of the hernia, and be ag- 
gravated by any factor which causes distension of the herniated portion of 
the stomach. ‘They consist of: substernal oppression, belching after meals, 
and upper abdominal pain, which may be accompanied by vomiting. Such 
episodes of pain are likely to be particularly severe when a portion of the 
transverse colon is present in the hernial sac. ‘These attacks may be accom- 
panied by dyspneea and by cardiac distress. Strangulation, however, is very 
rare. Because of the constriction of the neck of the sac, the mucous mem- 
brane of the retained stomach may become congested, and persistent weep- 
ing of blood may result. Peptic ulcer of the lesser curvature of the stomach 


is a net infrequent association. 


MANAGEMEN1 
It goes without saying that the sliding hernia observed radiologically, but 
which does not cause symptoms, should be ignored, and the patient should 
not be made aware of its existence. In those in whom the symptoms are mild 
in degree—and these comprise the majority of patients, many of whom are 
aged—medical treatment should be advised, e.g., the taking of alkalis, and 
sleeping propped on pillows. 
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OPERATIVE TREATMENT 
In principle, all parawsophageal hernias should be reduced and the defect in 
the diaphragm be repaired, particularly if the transverse colon is involved 
or, as so often happens, a peptic ulcer coexists. Exceptions are, of course, 
those patients in whom the risk of operation is high on account of age or 
obesity. For these, crushing of the left phrenic nerve may be considered as 
an alternative. 

The question of the radical operation for sliding hernia, on the other hand, 
should be approached with caution, for the recurrence rate is high unless 
careful selection is made. Furthermore, even if satisfactory reduction of the 
hernia and adequate narrowing of the hiatus are achieved at operation, the 
symptoms of reflux cesophagitis are not necessarily relieved. Gertz and his 
colleagues (1951) followed up 60 patients operated upon between 1943 and 
1950. Only 15 were both clinically and radiologically cured. In 30 there was 
radiological evidence of recurrence, and in 15 symptoms persisted in spite 
of a radiological cure. Enfeeblement and obesity are both deterrents to 
operation. 

When reflux esophagitis is present to such a degree that the cesophagus 
is shortened, and the hernia thus rendered irreducible, operative repair is 
clearly out of the question, and such unfortunate patients must be treated 
medically, If stricture is present, the same holds good. The stricture should 
be treated by gentle dilatation, and the passage-way be maintained by the 
use of mercury-filled (Hurst) bougies. The same rules guide the treatment of 


peptic ulcer of the esophagus. Only in thé most severe and intractable cases 
should operation be undertaken, for the only rational operation is excision 
of the lower cesophagus to a point above the stricture or ulcer, followed by 
cesophago-jejunostomy—a formidable procedure to undertake for the cure 


of a non-malignant condition. 

Treatment by left phrenic nerve crush.—A good, though somewhat em- 
pirical, alternative to the radical operation for poor-risk patients is crushing 
of the left phrenic nerve. The operation is easy to do, is without risk, and 
may undoubtedly give a measure of relief, at least over a considerable period 
of time, from the symptoms caused by either the sliding or the para- 
esophageal type of hernia. Of seven patients who underwent this operation 
at King’s College Hospital between the years 1939-51, there was consider- 
able relief in four, some improvement in one, and no relief in another. The 
later result in the seventh patient is not known. All the patients were women. 
In five the hernia was of the sliding type, and in two, paraesophageal. One 
of the patients had had a phrenic crush performed in 1939, and was relieved 
of severe symptoms for nearly ten years. In 1951, the operation was repeated, 
with further immediate relief, though the later follow-up is unknown. 

The relief from symptoms is probably due to elevation of the left dome 
of the diaphragm, and to relaxation of the constricting effect of the muscula- 
ture upon the herniated stomach. It may be that the hernia actually becomes 
larger as a result, but in spite of this the symptoms of discomfort after 
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meals—belching and the sense of substernal oppression—are reduced. 
Symptoms due to reflux may also be diminished, as in the patient who 


experienced relief for ten years. It is possible that this alleviation is due to 
abolishing the pinchcock action of the diaphragm-—-now temporarily 
paralysed—upon the stomach as it lies within the hiatus, thus removing a 
source of encouragement for the gastric juice secreted by that part of the 
stomach contained within the hernia to pass upwards into the esophagus. 


TECHNIQUE OF OPERATION 
Operative details would be out of place in an article such as this, and it will 
suffice to mention that there are two distinct schools of thought as to whether 
exposure of the hiatus should be made through the chest or through the 
abdomen. Needless to say, there is considerable bias in this matter, for not 
unnaturally the thoracic surgeon will champion the thoracic approach, and 
the abdominal surgeon the abdominal approach. There can be no doubt 
that for demonstration purposes the thoracic approach gives a more clearly 
defined view of the hiatus than does the abdominal. On the other hand, 
Harrington (1948), whose experience in this field is unrivalled, recom- 
mends the abdominal approach, and is supported in this by Collis (1953) of 
Birmingham, who, though himself a thoracic surgeon, believes as a result of 
his studies of the anatomy at the hiatus in cadavers, that the most effective 
repair can be made from below the diaphragm. The position is perhaps 
somewhat analogous to the Lotheissen or intra-abdominal operation for 
femoral hernia; and the old direct approach, which can be likened to the 
thoracic approach to a hiatal hernial sac. In older people it would appear to 
be best to avoid, if possible, the strain upon the left lung which thoracotomy 
entails. In these cases, and in those in which a chronic gastric ulcer is 
present on the lesser curve, the abdominal approach would seem to be pre- 
ferable. It must be mentioned, however, that in an attempt to compare the 
results following each approach, Boyd and Classen (1951) have formed the 
opinion (confirmed by O'Neill, 1951) that the recurrence rate, morbidity, 
and mortality are less when the thoracic route is used. 
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GALL-STONES AND THEIR MANAGEMENT 


By T. C. HUNT, D.M., F.R.C.P. 
Senior Physician, St. Mary’s Hospital. 


PossiB_y the most difficult problem in the management of gall-stones is to 
know whether or not they are, in fact, causing symptoms. It may be im- 
possible in a particular case to foretell what troubles they may cause in the 
future, but at least the greatest care and judgment must be exercised to 
assess as accurately as possible how much trouble they are causing in the 


present and how much they have caused in the past. If these questions can 


be clearly answered, treatment becomes, if not clear-cut, at least more 
hopeful. 
INDICATIONS FOR CHOLECYSTECTOMY 

If it can be proved that the gall-bladder is diseased, that stones are present, 
and that symptoms of any consequence are arising from it, then the sooner 
cholecystectomy is performed with proper precautions and skill, the better 
for the patient. ‘There should be no need to consider such procedures as 
cholecystotomy and removal of stones by themselves, unless the condition 
of the patient at operation makes the larger operation impossible, or too 
dangerous. In patients without complications cholecystectomy preceded 
by careful preoperative treatment, has a mortality of less than two per cent. 
and is, in general, highly successful. Postoperative morbidity, due to such 
things as femoral thrombosis, or postoperative collapse of the lung, is un- 
fortunately fairly frequent—perhaps up to ten per cent. of cases—but as a 
rule this is soon over and leaves few after-effects. 

In spite of these satisfactory results, there are many failures of chole- 
cystectomy; so many indeed that both patients and practitioners are reluc- 
tant to undertake it, if it can possibly be avoided. ‘The reasons for this lie 
mainly in failure to assess correctly the cause of the patient’s symptoms, 
and in lack of knowledge of the etiology of gall-stones and cholecystitis. 

It must, however, be made clear that, though surgery has its failures in 
the management of proved gall-stones, medical treatment has more, and 
the prospect of lasting relief of all trouble from this disorder is probably 
not higher than 75 per cent. whatever treatment is advised. 

The main symptoms due to the presence of gall-stones are pain and 
jaundice; those symptoms of chronic dyspepsia which are so common in 
sufferers from this condition are actually due to the coexisting cholecystitis. 
It must be remembered that biliary colic is not always a true colic, but that 
a gall-stone impacted in the neck of the gall-bladder or in the cystic duct 
most often causes pain of great severity, which is continuous, increasing and 
without periods of transient relief. It may be, and often is, central and not 
right-sided, or not uncommonly may be substernal. 

Jaundice does not, of course, occur unless the stone reaches the common 
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duct, so that in a large number of cases this sign is absent. When attacks of 


pain of this nature, usually requiring morphine for their relief, have oc- 


curred, the risk of further attacks, perhaps with later complications, makes 
cholecystectomy almost a matter of urgency. In elderly patients, however, 
who have suffered from only one or two such attacks in a long lifetime, it 
is permissible to watch events, provided they are living within reach of 
skilled and up-to-date surgery. Such expectant treatment, however, is in- 
advisable if the attacks have been frequent, if jaundice has occurred, or if 
other symptoms make operative treatment imperative 

In advising operation for the relief of gall-stone colic, the patient may 
confidently be told that pain is abolished in all but a very few such cases, 
but it must be remembered that, unless the hepatic and common ducts are 
well washed out at the operation, small stones may be left behind and dis- 
appointing attacks of biliary pain may continue postoperatively with, in 
some cases, jaundice also. To what extent stones may continue to form in 
the dilated common bile-duct, or in the hepatic ducts after operation, is not 
fully known, but it is certain that thick biliary ‘sludge’, consisting of mucus 
and debris of cells and crystals, may form and give rise to violent and serious 
pain similar to that of the original stones. This is a most disappointing 
happening, which is most likely to occur either within a few weeks of opera- 
tion or else after a lapse of two or three years, and it is important to give 
the patient such advice as is possible to guard against it. 


POST-CHOLECYSTECTOMY MANAGEMENT 

This advice must be based upon the need to maintain a good secretion of 
bile and to avoid stasis and biliary concentration as much as possible. 
Normally, well over a litre of bile is secreted daily into the intestine and re- 
absorbed and this volume of fluid depends upon the fluid balance of the 
body, the daily stimuli to bile formation and secretion into the bile-ducts, 
and the efficiency of the liver. Patients should therefore be instructed to 
drink fluids freely, to take such foods as tend to cause a flow of bile, and to 
avoid such things as may directly or indirectly damage the liver. 

The diet should contain some fats, which are important cholagogues, but 
which many patients regard as noxious and harmful. Cold fats, such as 
butter, olive oil, cream and the like are as a rule well tolerated if the patient 
can once be convinced of their beneficial effect. Hot fats may be less easily 
dealt with, and certainly cause more gastric hypersecretion, but even these 
need not be avoided if they do not cause discomfort. In practice the actual 
fat content of a particular food seems to be relatively little concerned with 
the amount of distress it causes: the digestibility of a fatty food is also depen- 
dent upon the cooking, and upon other substances which may be eaten with 
it. Thus, a simple meal of one course is less likely to cause discomfort than 
a meal with many ingredients, and a food cooked for some time in boiling 
fat, such as chip potatoes or fried fish, may cause more trouble than a food 
which contains more fat but has been more quickly cooked. It is therefore 
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both difficult and unwise to lay down rigid rules as to particular items of 
diet: it is perhaps of interest, however, to give the average percentage of 
fats in certain foods so that patients may realize that fat alone is not their 


only care (table 1). 
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Fried fish: plaice, whiting, sole 
Dutch cheese 

Ice cream 

Boiled egg 

Chip potatoes 
Yorkshire pudding 
Boiled chicken 

Roast chicken 

Tinned salmon, lobster 


Milk 
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Suet, lard, dripping 

Butter, cream cheese, margarine 
Nuts: almonds, walnuts, brazils 
Mutton chop 
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Cheese (all types except Dutch) 
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Fried sausage 
Scrambled egg 
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TABLE 1.—Average fat content of foods (g. per 100 g.) 
(McCance and Widdowson, 1946) 


Alcohol seems harmful in these cases and must only be taken in modera- 
tion, if at all. Exercise is useful and the value of deep breathing in which the 
diaphragm movements may be imagined almost to massage the liver, is 
probable. Much of the good effect of Spa treatment lies in the large volume 
of fluid drunk, as well as in the cholagogue and laxative action of the salts 


in the waters. 


THE DIFFICULT CASI 

Besides those patients who have suffered from frank attacks of biliary colic, 
however, there is an almost larger number in whom no such attacks have 
occurred, and it is these who call for the most difficult decisions as regards 
treatment: often women at about the climacteric, they complain of many 
symptoms. Nausea is frequent, as are attacks of vomiting and of palpitations. 
Feelings of distension, intolerance to fatty foods, and bouts of violent, 
noisy and prolonged belching are usual. Often headaches and, as the patient 
is anxious to make quite clear, ‘liverishness’, irritability and extreme ex- 
haustion. It is in such patients, in whom gall-stones are found radiologically, 
that the worst results of surgery are likely to be found. If these patients are 
examined, tenderness is indeed often marked in the right hypochondrium, 
but it is a tenderness which extends along the whole length of the liver and 
often disappears if the patient’s attention is distracted. More gall-bladders 
are wrongly removed through the unmerited importance attached to a 
fallacious Murphy’s sign—which is often absent in gall-bladder disease and 
falsely positive in healthy people—than perhaps from any other cause! 

When these patients are closely questioned, it is clear that the condition 
is not as simple as at first appears. In some, attacks of migraine have occurred 
since childhood; I have reported a series of such cases in whom chole- 
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cystectomy had given no relief. In my experience, although gall-stones may 
develop in patients with migraine, it is hopeless to expect removal of these 
stones with the gall-bladder to cure the condition. More often, at about the 
menopause the typical attacks of one-sided headache and vomiting give 
place to a continuous ‘migrainous dyspepsia’, in which a dull persistent 
headache, flatulence, constipation and general fatigue are the most prominent 
symptoms. Such patients are usually worse after cholecystectomy, if only 
for the reason that they have often built high hopes upon the results of 
operation, only to be disappointed and perhaps embittered. In other 
patients, the symptoms are completely independent of the gall-stones, 
which may be purely a chance, and unlucky, finding. ‘There may be a long- 
standing anxiety dyspepsia, with domestic friction or unhappiness and an 
unmentioned but terrifying cancerophobia. Nausea is a particularly common 
symptom in these cases, being nervous in origin, and quite unrelieved by 
removal of the gall-bladder. Gastric flatulence, too, is often a purely nervous 
habit and due to air-swallowing. Here the bouts of belching may go on for 
hours and the sufferer may in fact be enjoying her performance, which 
arouses the right modicum of interest and sympathy in those around her. In 
many such patients the symptoms of distension, nausea and ‘biliousness’ go 
back to childhood, and there is usually a history of constipation, abuse of 
purgatives and multiple dietary fads. ‘These are patients who require most 
careful understanding and in whom surgery is often most unsuccessful 


ASSOCIATION WITH ORGANIC DISEASE ELSEWHERE IN THI 
ALIMENTARY TRACT 
There is another group of individuals who have gall-stones but who also 
suffer from some other organic lesion as well. Of these lesions perhaps the 
one most often missed is diverticulitis. Here there may certainly be attacks 
of pain in the right hypochondrium and epigastrium (transverse colon), but 
on careful questioning they are usually referable to bowel movements and 
radiate down to the left iliac fossa. Similarly, the pain of hiatus hernia may 
be wrongly attributed to gall-stones, for in both it may be central and 
severe. In hiatus hernia, however, there is more heartburn and the soreness 
is especially related to position, being brought on by bending, leaning 


forward, or even by lying down in bed. The pain of duodenal ulcer, as a 


rule, is more regular in its occurrence before meals and much more readily 
relieved by food or alkalis. Nevertheless, the two may at times be indis- 
tinguishable, and it must neyer be forgotten that they commonly coexist. 

The rather common association of chronic pancreatitis with cholelithiasis 
makes the indication for the removal of the gall-bladder more definite but, 
unfortunately, in many such cases recurring attacks of pancreatitis continue 
in spite of the operation. In this connexion it is interesting to note that from 
time to time a patient with diabetes mellitus, which is also not uncommonly 
associated with gall-stones, may be remarkably benefited by cholecystectomy 
and even revert, for a time at least, to a normal sugar tolerance, 
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CORONARY DISEASE AND GALL-STONES 

Another condition of much importance from the point of view of manage- 
ment of the patient is that of heart disease, particularly coronary athero- 
sclerosis and infarction. Many patients suffering from gall-stone colic com- 
plain of chest pain and palpitations, and, conversely, many victims of 
coronary occlusion complain of central substernal or epigastric pain, which 
they regard as acute indigestion. Often such patients are fat and difficult to 
examine and in many there is a moderate or severe hypertension. 

In general, the presence of such cardiac disease need not prevent opera- 
tion, and indeed it even seems that the symptoms of organic coronary disease 
may sometimes actually be improved by cholecystectomy. What is much 
more hopeful and gratifying, however, is the cure of a supposed anginal pain 
by the operation in patients whose symptoms have, in fact, been biliary and 
not cardiac. If this association of gall-stones and coronary disease is remem- 
bered, operation can be recommended with real hope of perhaps an un- 
expected success. Syncopal attacks, however, and vasomotor flushes which 
so often occur at the menopause are not improved by removal of gall-stones 
and this should be made clear to the patient if cholecystectomy has to be 
advised on other grounds. 


MEDICAL MANAGEMENT 
If, for one of the reasons already suggested, non-surgical treatment is 
adopted, or a period of preoperative preparation is advised, something may 


be done to improve matters, even though radical cure is impossible. In 
biliary dyspepsia some help may be given by the careful use of bile-salt 
preparations such as ‘dehydrocholin’ tablets, 5 grains (0.3 g.), after meals, 
and at times a simple alkaline mixture also gives relief. ‘The dyspepsia, 
however, is more likely to be helped by a diet which avoids large mixed 
meals, limits dishes such as pork, fried eggs, duck or sausages, and, if there 
is obesity, reduces weight by restricting starches and sugar. It is usually 
made worse by alcohol, by strenuous physical exercise such as digging and 
by mental anxiety. The patient may be much helped by a reassurance that 
she has not got cancer and that the risk of this arising because of her gall- 
stones is very small. Alternatively, if operation is planned she must be told 
that digestion can function efficiently without the gall-bladder, and that 
should an attack of gall-stone obstruction with cholangitis develop before 
operation, this can almost always be controlled with penicillin and the 
sulphonamides. 
CONCLUSION 

Much of the success of treatment, whether surgical or medical, depends 
upon a proper understanding of the patient as a whole, with a clear ex- 
planation to her of what can be done. If there is close cooperation between 
physician and surgeon, with a firm determination to decide how much the 
patient’s symptoms are to be attributed to the gall-bladder disease, results of 
current treatment can be regarded with a high degree of satisfaction, 





GASTRO-INTESTINAL DISEASE IN OLD AGE 


By T. H. OLIVER, M.D., F.R.C.P. 
Emeritus Professor of Medicine, University of Manchester; 
Physician, Royal Infirmary, Manchester. 


THE practitioner confronted with gastro-intestinal disturbance in old people 
may be faced with a problem of some difficulty, for there is always a pos- 
sibility of organic disease which the very age of the patient may make 
obscure, and he has to consider whether he is justified in submitting him to 
the discomfort and weariness of modern diagnostic investigations. 

A correct diagnosis is obviously fundamental and the possible source of 


trouble falls into three main categories: 

(1) Organic disease which may be (a) acute or (b) chronic. 

(2) Loss of function due to deterioration of glandular secretion and 
atrophy of the visceral and abdominal muscles. 

(3) Loss of function, in which the causes are mainly psychological 


ACUTE ORGANIC DISEASI 

With regard to the first, the acute organic diseases, it should be remembered 
that the reactions of old age are less intense than in earlier years. ‘There is 
neither the rapid mobilization of leucocytes nor the same response of the 
nervous system to stimuli, so that the whole course of the disease becomes 
less dramatic and an inflamed appendix or gall-bladder may be attended 
with comparatively trivial physical signs. Peptic ulcer is not confined to 
early or middle life and cases of perforated duodenal ulcer are not a rarity. 
If there has been previous indigestion alternating with intervals of freedom, 
it should always arouse suspicion, particularly if it be associated with water- 
brash, and I can recall one instance, proved by laparotomy, in which the 
latter was the only prominent symptom and in which x-ray and other gastric 
investigations were normal. Acute appendicitis can occur at any age, and the 
retroczcal type may simulate a cholecystitis and, for the reasons given, may 
be attended with comparatively little muscular rigidity. Probably the two 
conditions which are much more common in old age are mesenteric throm- 
bosis and volvulus. The latter may be associated with a growth of the in- 
testine but more commonly it appears to be due to a loss of tone and sagging 
of the mesentery, combined with chronic constipation and the weight of a 
bowel distended with faces. In both, the symptoms are those of intestinal 
obstruction and the actual cause may be undiagnosable, although the signs 
of a general arteriosclerosis may arouse suspicion of a vascular lesion. 


CHRONIC ORGANIC DISEASE 
The organic causes of chronic gastro-intestinal disturbance may again be 
subdivided into two headings: (a) those in the gastro-intestinal tract itself 
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and (b) those in some other system. In the former, a growth, either in the 
stomach itself, in the intestine or in the rectum, is the first thing to be con- 
sidered and in old people growths may be slow and the symptoms par- 
ticularly insidious. A combination of loss of weight and loss of appetite in 
a patient who has previously eaten normally is an immediate indication for 
a barium meal, just as the appearance of constipation, particularly if as- 
sociated with diarrhea, demands a barium enema. A growth of the rectum 
can be particularly insidious and a rectal examination should never be 
omitted. A sensation that the rectum has not been completely emptied on 
defzcation may be the only presenting symptom over a long period. The 
presence of blood in the stools or the sudden appearance of hemorrhoids is 
always a danger signal. 

As I have already said, a simple peptic ulcer of the stomach or duodenum 
is not uncommon. I remember one case in which the x-ray showed a simple 
duodenal ulcer but, as there was a complete achlorhydria and as the patient 
was getting on in years, we did not feel justified in excluding the possibility 
of growth; on operation the x-ray diagnosis was confirmed. Although a 
simple ulcer may become malignant, in my experience this is a rare occur- 


rence and I can only recall one instance of it. 

Some degree of diverticulosis is fairly common after forty and in old age 
may give rise to abdominal discomfort, as a result of intermittent attacks of 
diverticulitis. The pain and tenderness are usually in the left iliac fossa 
I am always suspicious of this diagnosis if it be in the right—and there is 
increasing constipation, sometimes associated with the passing of mucus and 


pus; occasionally there is irritability of the bladder due to adhesions be- 
tween it and the bowel. It is more common in patients with an obese, flabby 
abdomen, and often there is a history of the taking of purgatives over many 
years. Sometimes a tender, inflammatory mass can be palpated, which dis- 
appears with rest and enemas but which may at first be difficult to distinguish 
from a growth. It is not usually regarded as a precancerous condition, 
but I have seen cases in which this occurred which were difficult to reconcile 
with coincidence and, if the symptoms do not subside and are accompanied 
by loss of weight, I would advise an exploratory laparotomy, provided the 
patient’s general condition allows it. In the majority of cases a non-irritating 
diet in which vegetables are given as a purée, the avoidance of purgatives, 
the use of liquid paraffin and an occasional enema are sufficient to keep the 
symptoms under control. 

Dysfunction of the liver due to organic disease may be another cause of 
gastro-intestinal disturbance. Alcoholic cirrhosis has become less common 
nowadays and is rare in the aged. Generally speaking, it has either killed 
before fifty or the individual has become immune to it, and there is an 
element of truth in the saying that it’s not drink that kills but learning how 
to. In many cases of cirrhosis there is no history of alcoholic excess and the 
etiology is obscure. Sometimes, however, there may be a history of an attack 
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of jaundice, perhaps many years previously. ‘The symptoms are vague; loss 


of appetite, nausea and flatulence are the most common, usually associated 
with an enlarged and not very tender liver. Sometimes severe hamatemesis 
may give the first clue to the real cause of the trouble; occasionally there 
may be attacks of diarrhea. Often there is some enlargement of the spleen, 
which may help in the making of a diagnosis. In women in particular, the 
secret drinker is always a possibility and I remember one case in which the 
diagnosis was really made by the housemaid’s discovery of a store of empty 


bottles in an attic. 

In theory, alcohol should be excluded in the treatment of these cases, 
but such a course may be neither merciful nor common sense. ‘The patient 
is too old to be reformed and the misery attendant upon complete depriva- 
tion may far outweigh its benefits and it would be better to allow some 
alcohol. The giving of vitamin B,, has, I think, been of assistance in some 
patients. Chronic cholecystitis may occur at any age. A fat woman with 
flatulence is always suspect and this is particularly the case if there be an 
associated glycosuria. 


CHRONIC INDIGESTION DUE TO EXTRA-ALIMENTARY 
CAUSES 
Many causes of indigestion lie not in the gastro-intestinal tract but in some 
other system. When an elderly patient complains of indigestion and flatu- 
lence on exertion, and particularly if that exertion follows a meal, I always 
suspect that the real trouble is cardiac. 

The common causes of cardiac failure in old age are left ventricular failure, 
either following upon a raised blood pressure or degeneration of the cardiac 
muscle from senile causes, or there may be failure of the right heart from 
chronic bronchitis and emphysema. Failure to recognize the heart as a 
factor producing indigestion is not uncommon, and I have seen patients who 
have been taking an alkaline mixture for many weeks when a brief examina- 
tion of the chest would have revealed the real cause of the trouble. A 
cardiovascular condition which perhaps should come under the heading of 
the acute abdomen is a dissecting aneurysm of the aorta. The patient may 
have had vague abdominal discomfort for some time, due to arteriosclerosis 
of the abdominal arteries which is undiagnosable, when suddenly there is an 
attack of severe pain starting high up in the epigastrium or in the lower part 
of the thorax, which spreads gradually downwards and is accompanied 
almost invariably by severe pain in the back. The diagnosis may be very dif- 
ficult but the continuation of back pain, marked arteriosclerosis of the radial 
and temporal arteries and a diminution or obliteration of one of the femoral 
pulses will give great assistance. As there may be a temporary recovery 
with rest and morphine and as the condition does not need surgical inter- 
vention, it is obviously of great importance to differentiate it from those 
which do, Coronary thrombosis, too, may produce abdominal pain of vary- 
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ing degrees of severity and occasionally the pain is confined to the abdomen. 
Circulatory collapse with a very low blood pressure, often accompanied by 
frequent extrasystoles, auricular fibrillation or gallop rhythm, will help in 
making a diagnosis and there may be a history of previous anginal pain or 
of cardiac dyspneea. 

In old people another possible cause of chronic indigestion, often as- 
sociated with diarrheea, is chronic uremia. This may be due to primary failure 
of the kidney, but more often perhaps to an enlarged prostate and a dis- 
tended bladder which have lead to hydronephrosis and an infected urine. 
The condition may be unsuspected until the sudden onset of acute retention 
reveals the real cause of the trouble. Very occasionally, the onset of toxemia 
may produce symptoms like those of an acute abdomen. Probably failure to 
examine the urine is the most common cause of the diagnostic mistakes 
which we are liable to make. 

Among general conditions, pernicious anemia is usually associated with 
varying degrees of gastro-intestinal disturbance: flatulence, a sore tongue 
and perhaps intermittent attacks of diarrheea. It is remarkable how often 
this disease is overlooked and I can recall a number of cases in which the 
patient has been taking bismuth and soda or some other gastric placebo for 
many months before the real cause of the trouble has been found. Probably 
the mistake is due to two main causes: the doctor seeing his patient at 
frequent intervals fails to notice an increasing anemia which is obvious 
immediately to a newcomer, and also he so often sees his patient only in a 
crowded surgery and by artificial light, which makes the change of colour 
less noticeable. Whilst a sore tongue combined with anemia should in- 
variably demand a blood count, abdominal discomfort and a sore tongue 
may occur quite apart from pernicious anemia and I have occasionally seen 
a remarkable alleviation of symptoms after the giving of vitamin B,,, which 
had to be continued indefinitely to prevent recurrence. 

Lastly, it must be remembered that pulmonary tuberculosis is not confined 
to early or middle life and in old age may run a slow and insidious course. 
Loss of weight and appetite, vague gastric disturbance, loss of strength and 
a chronic cough should arouse suspicion. Often the physical signs are masked 
by an associated emphysema, and diagnosis may be impossible without the 
help of x-rays and examination of the sputum. The combination of glyco- 
suria and a chronic cough is always a signal for x-ray examination whatever 
may be the age of the patient. 


GASTRO-INTESTINAL DISEASE DUE TO LOSS OF FUNCTION 
If gross organic disease can be excluded the next consideration is the group 
in which the disturbance is due to loss of function. In old age there is 
atrophy of the mucous membranes, and the pepsin and acid in the stomach 
become greatly diminished. This may be relieved by the giving of acid 
pepsin mixtures. Inability to digest carbohydrate may be due in part to 
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failure of the salivary glands and in part to inefficient mastication due to a 
badly fitting denture. Gradually increasing constipation may be overlooked 
and is very common in old age, partly from a lack of intestinal secretion 
and partly from diminished peristalsis, together with difficulty in defecation 
from loss of power in the abdominal muscles, and is often complicated by 
the presence of hemorrhoids or a fissure. A gradual loss of nervous sen- 
sitivity may be a contributory cause and the rectum becomes loaded with 
feces without the subject becoming aware of it. A condition of fecal im- 
paction results, which may easily be mistaken for cancer of the bowel. 
Although the drinking of sufficient fluid may help to overcome the loss of 
secretion, much strong tea may only make matters worse owing to the tannin 
it contains and the patient should be warned against this practice. An 
occasional enema and the liberal use of liquid paraffin can do much to avoid 
much preventable misery. Many cannot realize that there is no longer the 
need for the quantity of food which they required in the days of their 
activity and as there is more time to eat and drink they may take undue 
advantage of this. The gastro-intestinal tract is no longer capable of absorb- 
ing, or the liver of metabolizing, large quantities of food and this incapacity 
may be increased by excessive smoking in which there is now more time to 
indulge. 

Old people should not be kept in bed if it can be avoided and should be 
encouraged to take a reasonable amount of exercise and this in itself can do 
much to remedy many of the complaints which will most certainly come 
from a life of inertia. The value of replacement therapy is debatable; if liver 
failure be suspected an occasional injection of vitamin B,, may be tried. It 
can do no harm and I have seen cases in which I think it has been helpful. 
The use of thyroid extract is more questionable and is always attended by 
the danger of putting new wine into old bottles. If the skin be dry and there 
is an undue sensitivity to cold, it may be tried in small doses, provided the 
patient is under regular observation. It may serve as a general stimulant and 
so indirectly increase the secretions of the gastro-intestinal tract. 


PSYCHOLOGICAL FACTORS 


Lastly, there is the large group of cases of gastro-intestinal disturbances in 
which the cause is mainly psychological and the treatment is of the in- 
dividual rather than his stomach. Secretions already impaired may be com- 
pletely in abeyance as a result of worry, loneliness or discontent. It is a 


matter of human understanding and common sense and the doctor must 
have some understanding of psychology, even though it be a psychology with 
a small ‘p’. 

Old age has stored the habits of a lifetime and any attempt to make radical 
alteration is likely to be disastrous, so meals should, so far as possible, be of 
the type and at the times to which the old body has been accustomed in the 
past. It has been said that the diet suitable for those nearing the end of life 
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should be the same as that on which they began it-—-milk, but this is a de- 
pressing regime. Meals for the old are often the only event of the day and 
‘a little bit of what they like’ will do far more good, provided always that 
there is emphasis on the ‘little’. Obviously, indigestible foods should be 
avoided and too much carbohydrate or green vegetables may lead to dis- 
comfort from intestinal flatulence. Here again individuals differ widely and 
they know what does or does not agree with them. One reads of Victorian 
statesmen enjoying mutton chops for breakfast in advanced old age. 

Loneliness and the feeling of being unwanted may give rise to much 
introspection so that trivial discomforts are magnified into realities. Although 
crabbed age and youth are unlikely to combine happily for long, it is, | am 
sure, a mistake to have too complete a segregation; contact with the outside 
world becomes more remote than ever and this is one of the great dis- 
advantages of the homes for old people which are now springing up in all 
parts of the country. Whilst they should be encouraged to take as much 
exercise as is within their capacity, they should also have an interest or 
hobby which puts no strain on their physical powers. I have seen so many 
capable business men reach the age of retirement only to find that the only 
interest left is their meals, and the combination of excess and boredom and 
possibly too much whisky is responsible for much of their abdominal dis- 
comfort. Prevention is better than cure but old age does not readily adapt 
itself to new interests, and I am sure that much could have been done in the 
past had they only been advised to take up some hobby earlier in life; 
it should be one which can be continued when their physical powers are on 
the wane and which can bring them into contact with other generations. If 
the family doctor continues, as I hope will be the case, to fulfil the office of 
guide, philosopher and friend, a little timely advice in middle life may do 
much to alleviate the boredom of old age and all its attendant ills. 

Lastly, there is the question of alcohol. Excessive drinking is uncommon 
in old age. If there has been excess it should be cut down rather than cut out, 
as reform from the habits of a lifetime is an impossible ideal. Generally, the 
doctor’s most powerful ally in this question is the Chancellor of the Ex- 
chequer and alcohol is beyond the patient’s means. A little alcohol may do 
good ; whisky is probably the best, taken with meals or as a nightcap. It may 
be doubted whether it has a direct effect on digestion but the sense of well- 
being and freedom from worry which it engenders undoubtedly has a strong 
indirect effect: food is taken with greater relish and so good digestion waits 


on appetite, 
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INTESTINAL INFESTATIONS 
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ENTEROBIASIS 

EXCLUSIVELY a parasite of the human intestine, Enterobius vermicularis is 
ubiquitous throughout the world. It affects children in particular, but in- 
festation as a cause of symptoms in the adult is overlooked with surprising 
readiness. Thus, I have diagnosed this condition in several medical prac- 
titioners, martyrs to pruritus ani, one for eighteen months, three for about 
two years, one for six years, and one for over ten years. The suggestion of 
enterobiasis was greeted with scepticism—‘But I have never seen thread- 
worms!’—-which showed little knowledge of these cunning parasites. 

An initial infection is caused by ova transferred directly or indirectly 
from some infested person. The ingested ova hatch in the small intestine, 
where the females are fertilized and afterwards descend to the cecal region; 
when gravid they migrate to the rectum and emerge to oviposit on the peri- 
anal skin. Their wriggling movements produce the irritation so intolerable 
to the victim. The developmental cycle takes usually about a fortnight, 
but this period may be prolonged. 


The female is about half an inch long, the posterior third tapering to a sharp tail, 
hence the name ‘oxyuris’. The eggs (about 50.) are colourless and flattened on one 
side. Males are minute with a blunt and strongly curved tail; having no urge to 
descend to the rectum, they are rarely seen. Other diagnostic features in both sexes 
are the transversely striated expansion on each side of the anterior extremity, and 
two dilatations of the esophagus, the posterior one rounded and conspicuous 
These few simple characters will distinguish from ancylostomes and strongylids. 

Especially in adult infestations, threadworms are resistant to expulsion 
by natural means; they can be seen active in the rectum, yet in a stool 
passed immediately afterwards none may be found 

‘The commonest symptom is anal irritation which follows a characteristic 
cycle. It begins when the subject goes to bed and reaches its height when he 
is thoroughly warm. He may be driven almost demented, losing all control 
and tearing at the affected part. The irritation dies away before morning as 


egg-laying ceases. If felt at all during the day—most likely if the subject 


becomes heated—it is no more than a reminder of the torture that awaits 
him at night. The discomfort and loss of sleep lead to irritability and 
despondency intensified by self-pity, for often the sufferer conceals his in- 
firmity for reasons of delicacy and so his family make no allowance for what 
seems mere bad temper. Reflex developments are often prominent—gastric 
hyperacidity, abdominal discomfcrt, frequency of micturition, and itching 
of the nose. As the appendix is a favoured habitat appendicular colic and 
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appendicitis often result. Secretion of intestinal mucus can be excessive 
enough to make an anal pad a necessity. Invasion by the vagina has caused 
local inflammation, ovaritis and salpingitis. In some cases the skin abrasions 
become septic; in others there is surprisingly little damage in spite of 
long-continued scratching. Eosinophilia occurs in less than half the cases. 

Diagnosis.—In every case of nocturnal pruritus ani, enterobiasis should be 
thought of, but a patient may seek advice for some complication and not 
mention the suggestive pruritus. If pruritus is liable to occur indifferently 
day or night, threadworm infestation is unlikely. To demonstrate ova, the 
perianal skin should be scraped with a knife edge, or dabbed with transparent 
cellulose tape or a cellophane swab, first thing in the morning. A purge may 
produce one or more worms. In established infestations the rectal mucous 
membrane shows small hyperemic spots. In adults a self-administered saline 
enema is excellent, and if an active pruritus stops immediately and does not 
return that night, enterobiasis is practically certain; moreover the sight of 
worms excites such horror that the patient’s eager cooperation is secured. 
One case of infestation in a family suggests a search for others, but it is a 
strange fact that an adult may suffer from unrecognized enterobiasis for 
years without infecting any of his family or household. A diagnosis of non- 
symptomatic enterobiasis should not be accepted unless threadworms are 
recovered and reliably identified. 

Treatment.—Hitherto no drug has proved wholly satisfactory in eradicat- 
ing threadworms lurking under cover in the intestine. Lately, however, 


piperazine hydrate appears to have given striking results. The effective dose 
is from 50 to 75 mg. per kg. body weight. Piperazine hydrate is obtainable 
in syrup form, compounded so as to give the appropriate quantity in ac- 
cordance with a prescribed scheme of dosage, varying the dose proportion- 
ately for persons much above or below normal size. ‘The usual course is 


seven days; if necessary this can be repeated after an interval of seven days. 
No side-effects result if the correct dosage is adhered to, but the dose must 
be measured in a medicine glass and not in a spoon. 

Gentian violet, in enteric-coated capsules. The dosage is: children, 1/6 
grain (10 mg.) daily (in divided doses) for each year of apparent age; adults, 
1 grain (60 mg.) thrice daily. The dose is taken before food. Treatment is 
continued for eight days, and repeated after a week. Gentian violet is effec- 
tive but sometimes causes vomiting and abdominal pain; the coloured vomit 
may stain fabrics permanently. 

Hexylresorcinol crystoids in capsules. The dosage is: children, 0.1 g. for 
each year of age up to 10; adults, 1 g. This is taken in the morning on an 
empty stomach. The patient then fasts for six hours, and following this the 
rectum is washed out. The dose may be repeated after three days. 

Until some drug proves successful in eliminating infestation in the adult 
within a day, local treatment is required to ease his sufferings. The best is 
a nightly enema of kitchen salt, two tablespoonsful (less if griping is caused) 
to a pint (0.5 litre) of cold water, self-administered when pruritus is at its 
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height. A child’s enema-bulb is safe and efficient, the patient refilling it 
several times while remaining lying down with the pelvis raised; he retains 
the enema for a few minutes, making repeated changes of position. When a 
victim of pruritus finds that this simple procedure ensures him a com- 
fortable night, at once his whole outlook on life is changed. 

Infestation is maintained by an endless sequence of ‘parasites lost, and 
parasites regained’. The adhesive eggs—-about 11,000 per worm—are 
smeared over the host’s skin, underclothes, and bedding and conveyed hence 
to his mouth. I have recovered several dozen eggs from a single finger-nail, 
and if such self-infection could be stopped the disease would die out of 
itself within six weeks. Accordingly, the hands must be scrubbed, not only 
after defecation and before food, but every time that the body surface or 
underclothes have been touched. Pants worn at night and boiled in the 
morning are of help. Any laxness will be followed by a vexatious recurrence, 
usually about a fortnight later. Only one or two worms may be involved, 
but treatment must be resumed until symptoms and eggs have both dis- 
appeared. I have not known of a recurrence after three weeks of continuous 
freedom from symptoms. 

Vigorous treatment may cause an earlier descent of the egg-laying females 
so that pruritus is troublesome before bedtime; but whenever it begins a 
saline enema will stop it at once. It is said that larve can hatch out on the 
perianal skin and enter the rectum. If so, the treatment here advocated must 
destroy such invaders, for no infestation will withstand saline enemas and 
hand washing conscientiously employed, even without the added help of 
oral treatment. Also it makes the application of messy ointments unnecessary. 
Occasionally a prolonged infestation ends if the host develops a high fever 


ASCARIASIS 
Ascaris lumbricoides is cosmopolitan in its distribution but commonest in 
parts of the tropics and subtropics where it may be universal among mem- 
bers of primitive communities, except, perhaps, at the extremes of life. The 
ova as passed by the host are harmless; they must gestate in the soil for weeks 
or months in order to become infective; thereafter they remain viable for 


years. Thus, the extent of ascariasis in any locality is an index of the extent 


of excremental pollution of the soil. The infestation is more frequent in 
children—except infants—than in adults. In casual infections the parasites 
may number only one or two, perhaps a dozen; with repeated infections they 
may be counted in hundreds. 


The female worm measures about 12 inches, and the male, distinguished by its 
strongly curved tail, about 7 inches. They are grey or pinkish in colour, transversely 
ridged, and in general appearance resemble the earthworm, hence the specific 
name lumbricoides. The generic name is less fitting, for the word originally meant 
the threadworm; Culpepper, for example, described ascarides as ‘like small thrids’. 
From two coiled reproductive tubes, each 10 to 15 times as long as her body, the 
female pours forth an endless stream of eggs, some 200,000 per day. The egg (about 
60u), with its brown-stained mammillated outer coat, is typical in appearance. 

The ingested ova hatch in the small intestine, and the larve pierce the vessels 
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of the gut wall and reach the lung capillaries which, after about ten days, are then 
too small to contain the growing larve. These burst into the alveoli, ascend to the 
larynx, are swallowed and reach the intestine where they become mature. The cycle 
from ingested ovum to ovum lasts about 2 months. 


In heavy infections the damage caused by the larval sojourn in the lung 
may result in a pneumonia, lobular or lobar, differentiated only by a high 


eosinophilia, the presence of larve in the sputum, and perhaps an urticarial 
rash. Intestinal ascariasis often causes no symptoms appreciable to the sub- 
ject, and is detected to his surprise by the appearance of a worm, or by the 
chance discovery of ova. At this point imaginative persons may begin to 
complain of symptoms. The symptoms most commonly met with are gastro- 
intestinal—nausea, dyspepsia, abdominal discomfort, abnormal appetite, 
irregularity of the bowels often in the form of two or three motions daily, 
or actual diarrhea with mucoid or bloody stools. Especially in children, 
irritability, nocturnal restlessness, teeth-grinding and disturbing dreams may 
be troublesome; it is an old belief that convulsive seizures may result. Such 
symptoms are in part reflex in origin, and in part caused by a diffusible pro- 
teose substance, ‘ascarase’, secreted by the worms. In susceptible persons 
it may provoke anaphylactic responses, such as urticaria, spasmodic cough 
and asthmatic attacks; intolerable anal itching may follow the passage of a 
worm. A severe toxemia, ‘typho-lumbricosis’, sometimes develops and is 
seemingly caused by toxic products given off by retained and decomposing 
parasites. Roundworms often migrate from their habitat in the jejunum. 
From the stomach they are vomited, or they may crawl up to the pharynx 
and appear in the mouth or come down a nostril. Here there is danger of 
their obstructing the larynx, or falling back into the lung. Worms have been 
found impacted in the appendix, and in the pancreatic and biliary ducts 
where they caused obstruction and dilatation; liver abscess has followed such 
an invasion. Intestinal volvulus and obstruction by a ball of tangled worms 
are occasional complications. Ascarides have been recovered from abscesses 
in the abdominal wall and in hernial sacs. Perforation through an existing 
ulcer of the intestine has set up peritonitis. Although an ascaris with its 
three ridged lips might damage the mucous membrane, it is unlikely that 
the worm could penetrate the normal gut wall. 

It must be understood that the agitated wanderings of roundworms after 
the death of the host may account for many of the abnormal sites which they 
are found to occupy at necropsy. Should the host develop a high fever, e.g. 
typhoid, the parasites become restless, and it is not unusual for some to 
emerge spontaneously from the intestine. In old times this was considered an 
evil sign because the worms had taken to flight. In similar conditions the 
worms also migrate forwards and, especially in native children, may be 
vomited up in dozens. Non-lethal drugs that only irritate the worms have a 
like effect. 

As the worms draw their nutriment from that of the host, and as ascarase 
interferes with the assimilation of protein, a state of malnutrition may de- 
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velop; in persons already ill nourished, an added ascariasis is a grievous 
burden. Marked anaemia, especially if associated with eosinophilia, may 
suggest ancylostomiasis. 

Considering the wide extent of ascariasis, it is clear that grave com- 
plications arise in only a small minority of cases, but they are always a 
possibility. Even a solitary ascaris can endanger life. 

For a period of several weeks a girl of 13 suffered from attacks of uncontrollable 
vomiting and retching which reduced her to an alarming state of prostration. One 
day, after violent retching, she choked convulsively and stopped breathing. She 
was saved from imminent death by a domestic who thrust a finger down the girl’s 
throat and hooked up an enormous female ascaris that had blocked the larynx. 
Vigorous treatment produced no more parasites. There were no further symptoms. 
I asked the reason for the woman’s prompt action and found that she had lost a child 
of her own from suffocation in this way. 

Diagnosis.—Ascariasis can be diagnosed only by finding eggs or by re- 
covering a worm. If infestation is limited to males, there will, of course, be 
no eggs. In case of doubt, a diagnostic dose of a vermifuge is a wise step. 
In intestinal ascariasis eosinophilia is of variable incidence. Roundworms of 
dogs and cats, rare parasites of man, might be mistaken for immature 
A. lumbricoides, but in the former the anterior extremity, resembling an 
arrow-head, will distinguish. 

Treatment.—Hexylresorcinol, as for enterobiasis, is effective and safe. 
The dose is given on an empty stomach, and food is withheld for six hours; 
two hours after the dose, a saline purge is given. ‘Treatment can be repeated 
after three days. Early trials with piperazine, as for enterobiasis, are en- 
couraging. Santonin, an ancient remedy, is less used today. The adult dose 
is § grains (0.3 g.); children } to 3 grains (30 mg. to 0.2 g.), according to age. 
The appropriate dose may be given on three successive nights, with a 
morning purge after the first and last dose. Santonin often colours the 
urine yellow to purple, according to its reaction, and objects sometimes look 
blue or yellow to the eye; these abnormalities quickly disappear when 
treatment ends. The dose is rendered more effective and safer if given in a 
teaspoonful of castor oil. Diethylcarbamazine has been well reported on, but 
piperazine is cheaper and contains the same active principle. 

Treatment should always include at least one brisk purge; this limits 


absorption of the drug, carries away bemused ascarides before they can 
recover, and prevents the retention and digestion of dead worms. 

The life of an ascaris does not extend beyond about fifteen months, but 
heavy infestations may be built up and continued by repeated reinfection. 
‘Thus in one case, a boy produced 3000 roundworms within a period of less 


than three years, 600 of them being got rid of in one day. 


ANCYLOSTOMIASIS 
This disease is dealt with very briefly, because if it is suspected in this 
country the subject will likely be transferred to the care of some expert. 
‘There are two main factors in determining its severity: the patient’s diet and 
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nutritional state, and the number of ancylostomes involved. A person other- 
wise in good condition may tolerate without apparent ill-effects a degree of 
infestation which would produce symptoms in a poorly fed person. But even 
when a subject is not himself conscious of being unwell, his fellow-workers 
may have noticed a gradual falling off in his standard of performance. 

In milder infestations the symptoms usually in evidence are those of an 
acid dyspepsia, temporarily relieved by food so that duodenal ulceration may 
be simulated. It has been estimated that some 50 ancylostomes might rob 
the host of 20 mg. of iron daily. If the iron loss, whatever its quantity, is not 
made good, a state of anemia develops, commonly hypochromic in character. 
In heavy and prolonged infestations the pale puffy face and swollen ankles 
may suggest a nephritis. In persons who have been overseas, for the disease 
is not contracted in Britain, symptoms of persistent dyspepsia with or 
without anemia, and accompanied by eosinophilia (usually 8 to 30 per cent. 
unless the patient is too exhausted to react) should bring ancylostomiasis to 
mind and suggest a thorough search for the presence of ova. 

Although individual ancylostomes may survive for about five years, in the 
absence of opportunities for reinfection there is often a considerable re- 
duction in the number of parasites within a year or two. 


TANIASIS 
The adult forms of Tamia solium and T. saginata occur exclusively in the 
small intestine of man. 

The segments number about goo and 1,200 respectively. The scolex of each 
worm is furnished with four suckers for attachment, and that of 7. solium with a 
double crown of hooklets in addition. From the scolex, white segments bud off 
unceasingly; each is sexually complete in itself and when gravid is longer than 
broad. The uterus is visible as a central longitudinal stem with transverse branches. 
A single genital pore is prominent on one lateral margin of each segment. There 
is no uterine opening, and so the eggs—4o0,coo to 80,c00—are set free only by the 
rupture or disintegration of the segment, normally after it has quitted the host. 
The eggs, spread by the active movements of the segment, are then available to 
give rise to cysticerci in the intermediate hosts of 7. solium and T. saginata, the 
pig and the ox respectively. Nature insures that the eggs of the beef-tapeworm arc 
dispersed more widely because cattle, unlike swine, are clean feeders. 

T. saginata is the commoner and more resistant of the two. Its segments 
are larger and are passed singly, 10 or thereabouts in a day. They are so 
motile that they are often mistaken for flukes—which always possess suckers 
and are never white. The segments may emerge from the intestine by their 
own locomotive power so that the unhappy host is shamed by the appear- 
ance of tapeworm segments gambolling about his feet. I have known persons 
who had to wear occlusive clothing in order to escape this mortification. 
Segments may also enter the stomach and be vomited. 7. solium segments 
are passed usually with several in a string; they are less motile than those of 
T. saginata and I have not known them to emerge spontaneously. 

The stouter build of 7. saginata segments is reflected in the specific name, i.e 
‘fattened’—the fatted calf of the Gospel is vitulus saginatus in the Vulgate. The 
origin of the old word solium is unknown; it might be a latinized corruption of a 
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Syriac word meaning a chain. Tenia, a ribbon, was Pliny’s name for the tapeworm. 

Often there are no symptoms of infestation. Sometimes subjects complain 
of gastric or intestinal discomfort, or of diarrhoea. The appetite may be dis- 
turbed, even voracious. Irritability and mental depression occur especially 
after the infestation becomes known; indeed all symptoms may date from 
its discovery. 

Diagnosis.—Infestation, usually unsuspected, is disclosed by the passage 
of segments which are longer than broad. The faces do not usually contain 
eggs. The species should be identified without delay; if 7. solium, the patient 
should be isolated and every effort made to guard against his swallowing eggs 
and thus contracting cysticercosis, or transmitting eggs to others. 

Secure relaxation of a segment by soaking in water for half an hour, compress 
between two slides, avoiding contamination of the hands, and count with a hand- 
lens the transverse branches where they arise from the stem of the uterus; 7. solium 
has 8 to 10 on each side; and T. saginata, 18 to 30. If in doubt, clear a segment in 
pure carbolic acid until the uterus shows up sufficiently. The eggs of the two 
species are indistinguishable. 

Eosinophilia of low degree may be present. Occasionally, 7. solium seg- 
ments are passed partly digested and are recognizable as segments only 
under the microscope. Segments may be passed continuously for over five 
years; much longer periods have been reported, but here the question of 
possible reinfection would arise. 

Treatment.—This consists of the liquid extract of male fern in emulsion, 
by mouth or by duodenal intubation; four 30-minim (2 ml.) doses at inter- 
vals of twenty minutes, or in two 60-minim (4 ml.) doses one hour apart. 
The preparatory treatment is: a semi-fluid diet, including glucose, for two 
days; the bowels are kept open by salts in the morning, and, say, cascara at 
night—not castor oil which dissolves out the active principle, filicin; no 
breakfast, except tea or coffee, on the morning of treatment. If the extract 1s 
not fresh, or the root was kept long before extraction, failure may result. 

Other effective remedies are tetrachlorethylene, 4 ml. in emulsion on an 
empty stomach, prefaced by a purge the night before; and mepacrine, 1 g. 
along with 1 g. of bicarbonate of soda either in one dose or preferably in 
several doses given over one hour, with preliminary preparation as for male 
fern. If capsules are employed, these may not dissolve until they have 
passed beyond the head of the worm in the duodenum. 

Whatever the drug administered, a saline purge must be given about two 
hours later, in order to remove the drug and the worm before it can re- 
attach itself. The patient remains lying down until purgation begins; the 
worm is expelled more readily if he is seated on a vessel of warm water, as 
recommended by Celsus. If the worm breaks and the head is not seen, it 
must be looked for over the succeeding forty-eight hours; even if it is not 
found, treatment has not necessarily failed; if it survives, segments re- 
appear after two to four months. 





THE PRINCIPLES OF REPAIR AND 
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THE general standard of result in the primary treatment of hand injuries 
obtained in this or any country is not beyond improvement. Rank and 
Wakefield’s recent book* provokes consideration of prevailing arrangements 
here and of current methods for the treatment of these injuries. The prob- 
lem of primary hand repair is a big one. Indeed, it can fairly be called the 
major single problem in accident surgery. 

In 1949, according to Rank, 211,280 out of 737,500 benefits in Great Britain for 
accidents and sickness at work were for hand injuries—in a working population ot 
24 million. The proportion of disability due to hand injury is much higher in some 
industries than the general average of 1 in 3; those employed in meat packing, 
furniture and metal work, for example, may show an incidence of 90 per cent. of 
injuries involving the hand. It is estimated that of 2 million disabling accidents which 
occur annually in the United States, three-quarters involve the hand. As Rank notes 
with interest, however, 60 per cent. of hand injuries are not due to machinery, 
although most of the severe hand injuries are. It is the domestic accidents which, 
outside industry, are the most frequent cause of injury to the hand. ‘Transport 
accidents, which for example account for nearly half of the 13,000 annual accidents 
a year at the Royal Melbourne Hospital, are responsible for less than 5 per cent. of 
the hand injuries treated there. Of 3000 hand accidents treated every year at Guy’s, 
only about 3 per cent. are due to transport accidents. 


Mr. Rank is a plastic surgeon of international repute and a world authority 
on the repair of flexor tendons. This book which he has written with Mr. 
Wakefield of Melbourne is one of great importance: both in its demonstra- 
tion of what can be obtained in results by the use of Gillies’ techniques and 
methods of tissue transport in hand injuries, and for valuable observations 


on the organization of hospital and accident services for these patients. It 
can indeed be fairly described as the first important book on hand surgery 
not written by an American. 


A NATIONAL ACCIDENT SERVICI 

The twin contentions of this article are that the methods and techniques by 
which good results can be obtained in the great majority of hand injuries are 
well known, but that deficiencies in administration and in education are re- 
sponsible for most of the poor results still so often seen. Rank and Wakefield 
emphasize the fact that compromises in organization are not acceptable 
the objective is ‘a skilled team working under conditions primarily adapted 
to the nature of the work and not some common trend of hospital administra- 
: *Surgery of Repair as Applied to Hand Injuries. By B. K. Rank, M.S., F.R.C.S., 
F.R.A.C.S., and A. R. Wakefield, M.S., F.R.C.S., F.R.A.C.S. Edinburgh: E. & 
S. Livingstone Ltd., 1953. Pp. 256. Figures 188. Price 40s 
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tion’. ‘here is crystallized in this sentence the clinician’s attitude to a basic 

and inescapable conflict of medicine today. This is the belief that the 

clinical need must predominate over administrative convenience. Put more 

generally, the objective in a national accident service is the integration of all 

the medical resources practised as liberal arts, and not—in Walshe’s words 
as a congerie of techniques. 

Rank and Wakefield put the prime considerations for hand injuries as: (1) 
the overwhelming importance of primary treatment; (2) continuity of 
management and responsibility. ‘The direct supervision of a senior man Is a 
necessity, but every surgeon who performs the initial repair of a hand injury 
should regard himself responsible for the total management. ‘he enormous 
numbers and the trivial nature of many of the injuries clearly make it both 
undesirable and impractical to attempt to treat all hand injuries in special 
centres. But within most existing casualty and accident services, improve- 
ments are necessary if all these patients are to get the proper quality of 
primary treatment. 

rYPES OF HAND INJURIES 
An essential preliminary to any consideration of methods of primary treat- 
ment of hand wounds is the recognition that there are two chief types. The 
more common are those caused by lacerating injuries (by knives, glass, 


pieces of metal) and the less common are the open contusions (that is the 


splits of the digit and hand caused by hammers, windows and power- 
presses). In this second group there are diffuse lateral contusion and im- 
pairment of viability, associated with a progressive edema for many hours; 
the amount of tissue loss is indeterminate at primary examination; a routine 
excision is either too radical or insufficient, and close suture leads to edge 
necrosis with cutting out of sutures and additional soft-tissue loss. ‘he most 
extreme type of contusion injury is that seen after penetration of the hand by 
high explosive, when aedema is generalized and severe, and pain and shock 
are marked. It is in such injuries that primary closure over doubtful deep 
tissues may be followed by severe sepsis, including gas gangrene. ‘The natural 
healing period of the lacerating injuries, after routine excision and exact 
apposition of the skin edges, is about a week; that of the open contusions 


(even in ideal circumstances) is nearer three weeks. 


FIRST AID AND THE PRIMARY CONSULTATION 
The hand is injured at work or at home; therefore first aid must precede 
formal treatment. Koch of Chicago rightly considers that the widespread 
adoption of the first-aid rule of ‘Clean, cover, and keep covered’ has been a 
most important factor in the decline in number and severity of hand in- 
fections. In this decline, which means that today hand infections are no 
longer a major aspect of hand surgery, there has been a number of other 
important factors, including the use of antibiotics, the higher general 
standard of treatment, the earlier attendance of patients for treatment, and 
possibly a decline of virulence in the causal organisms 
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‘The primary consultation with the patient is of special importance in the 
treatment of major injuries of the hand in the working man. His reactions to 
a proposed prolonged treatment in multiple stages without a guarantee of 
full function at the end may rightly determine a decision for primary am- 
putation. Plastic surgeons as a group are too prone to forget the economic 
wastefulness of some of their complex long-term hand repairs. The patient 
who has already been subject to many operations over many months may 
become as reluctant as a surgeon to write them all off and accept amputation 
at a later date. 

THE GILLIES TECHNIQUI 
In describing methods of wound closure in hand injuries with and without 
soft-tissue loss this book provides a notable exposition of the principles and 
techniques which have been so long taught by Gillies. ‘The importance of the 
mal-effects of failure to obtain primary union throughout the wound is 
tressed: wound apposition for lacerating injuries should be ‘at all points 
and planes’ and ‘without {mpeding local blood supply’. To obtain this the 
needles should not be passed by a simple action through both sides of the 
wound at one time; each side should be taken separately and the needle 


passed through each side at right angles, if the edges are to lie in exact 


apposition. In the repair of deep structures an important general principle 
is that, with one exception, the primary repair of divided deep structures 
should be done at the time of primary skin repair in cases in which the 
patient is fit. The one exception is the long flexor tendon in ‘No Man’s 
Land’, between the palmar creases and the mid-volar crease. ‘This exception 
does not hold rigidly for children. 


TRAUMATIC AMPUTATIONS 
In the treatment of traumatic amputations of the digit tips repair by ‘like’ 
tissue is the method of choice. The close-knit texture of the subcutaneous 
tissues of the palm makes it a much superior donor site to the trunk or other 
arm for these finger-tip repairs. The repair of the donor site must be done 
meticulously ; it then causes no trouble and is entirely inconspicuous. The 
fingers are not stiffened by the fixation in flexion. Stumps repaired by these 
flaps are better functionally and more normal looking than other flaps. The 
return of sensibility in them is more rapid and complete. It is difficult to 
understand why Rank and Wakefield condemn this valuable method. 

The belly produces the most readily available tissue when a large flap of 
skin and fat is needed for major defects of palm or dorsum of the hand. 
There is always a tendency amongst surgeons to play for safety and design 
these flaps on a double pedicle as bridge flaps. Such bridge flaps are rightly 
condemned as often being bad tailoring jobs. It is usually possible to design 
a single pedicle belly-arm flap which lies better and needs much less late 
surgery than a bridge flap. 


‘UNTIDY’ WOUNDS 
Special attention is paid to the problems and dangers presented by ‘untidy’ 
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wounds of the hands—that is, the open contusions and avulsions. The 
dangers of necrosis and tension in suture are stressed. The advice is given 
that only such digital tissue as is viable and likely to be useful should be 
preserved at primary operation, and that less and less conservatism is ex- 
ercised towards the medial digits. In transverse palmar wounds caused by 
circular saws skin suture only is advised. The danger of high-explosive 
wounds is stressed. In these, pain and shock may be severe from the start 
and there is often massive edema. There must be no closure of doubtful 
tissue, or severe infection, including gas gangrene, may follow. Amputation 
has thus to be considered; in other cases a secondary débridement may be 
done when the dead tissue has declared itself. The difficult problems pre- 
sented by avulsion and degloving injuries are fully discussed with special 
reference to the determination at primary surgery of what is viable and what 
will become dead. Tissue at the point of impact of the force is of course 
usually non-viable and should be sacrificed. No surgeon can always be 
certain of the condition of the whole of some of these flaps. The advice of 
Rank and Wakefield is to excise too much rather than not enough of tissues 
of doubtful viability. 


FLEXOR TENDON REPAIRS 
It is now over thirty years since Bunnell first described how successful flexor 
tendon repairs can be done, but regular success in their management has 
since come only to a few. ‘Healing must always precede function if both are 
to be achieved in the shortest possible time’. ‘The early immobilization of 
tendon and other complex injuries is therefore absolute. This is a good rule 


in expert hands, but its general adoption would lead to unnecessary stiffness 


of non-affected digits and excessively prolonged stiffness of the affected 
digits in many cases. The authors of this book do open repairs for mallet 
fingers due to cuts, but with any other type of mallet finger they describe the 
results as poor. Indeed it is remarkable how poor, all over the world, results 
of this simple injury are—if by good results one means recovery of full range 
of painless movement and power in the distal interphalangeal joint. 

In discussing repairs after division of the medial and ulnar nerves at the 
wrist Rank and Wakefield take issue with the teaching of Seddon, and come 
out strongly for a primary repair of the nerve at the same time as the tendon. 
They say that, whatever might be the theoretical advantages to the nerve in 
a secondary repair, the disadvantages of a further period of immobilization 
to the tendons (at a time when the emphasis should be on mobility) out- 
weigh this. But there is considerable evidence to support Seddon that a 
secondary repair of the median nerve at the wrist has less risk of nerve 
rupture and produces a higher general standard of late result. 

The need for simplicity in the fixation of the arm in belly-arm flaps is 
well recognized. The authors use ‘elastoplast’. This, in England, causes more 
skin reactions than simple zinc oxide strapping and these skin reactions can 
sometimes threaten the whole repair. The dressing applied to a-hand repair, 
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whether after simple approximation or after a more complex method of 
flap and free graft, is a matter of prime importance. Rank and Wakefield use 
tulle gras which, if infection is present, will encourage it, and in addition 
often causes maceration in clean wounds. Dry healing is cleaner and quicker 
than moist healing. There is a number of atraumatic but dry dressings 
available, whose use is preferable to tulle gras. 


RECONSTRUCTION OF DIGITS AND LATE REPAIRS 

In the reconstruction of digits, the authors confine themselves to: (1) con- 
struction of apposition digits, (2) pollicization, (3) deepening clefts, (4) 
prosthesis. The very useful apposition post which can be made by tube 
pedicle with inserted bone graft in four stages is well described. ‘The method 
of digital transfer from the foot is condemned. Yet there is no doubt that, 
at least in single digit repairs, this method is the only one which can add a 
digit (without sacrifice to the other hand) with mobility within the repaired 
part, and which, by virtue of its nail, can be made to look reasonably like a 
finger. It is, of course, quite true that the demands it makes on the patient 
in the period of transfer are excessive for most; but there certainly need be 
no orthopedic disability at all in the donor foot. 

The major unsolved problem in hand surgery is ankylosis of the inter- 
phalangeal joints. Manipulation for this is, of course, often worse than 
useless; but long-continued light traction by Bunnell’s ‘splint to mobilize 
not immobilize’ may be invaluable. Arthroplasty of interphalangeal joints is 
ineffective; they are best fused with pin fixation. Mobility in the metacarpo- 
phalangeal joint is of prime importance for the whole function of the hand. 
It is indeed the critical factor on which function depends after severe 
mutilations. These joints should not be arthrodesed and attempts at arthro- 
plasty are well worth while for them. The distinction between irreparable 
ulnar and median losses is that the median loss is principally a sensory dis- 
ability and the ulnar principally a motor one in the hand. If the median loss 
is associated with severe tendon damage Rank and Wakefield prefer to 
amputate. For ulnar loss good results may be obtained by Bunnell’s sublimis 
transfers. 


AMPUTATIONS 
Rank and Wakefield deplore the frequency of nerve operations for sensitive 
stumps when all that is wrong is that the stump has a poor scar in which 
nail bed, remnants, dermoids or dead bone, as well as lack of blood supply, 
contribute to the symptoms. A repair by a well vascularized flap is all that is 
needed here (and a thenar or palmar flap is generally best). They are against 
oblique amputation through the metacarpal heads of index and little finger 
at primary operation; these should only be done later and at the request of 
the patient. The need for preserving the bases of the proximal phalanges of 
the third and fourth digits to maintain the arch of the palm and the position 
of the second and fifth fingers is stressed. In finger amputations they are 
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against the suturing of the tendon across the stumps as they maintain that 
this limits mobility. 


THE BURNT HAND 

‘There will be less universal agreement about their remarks on the burnt 
hand especially those regarding prognosis: ‘if there is erythema or intra- 
cutaneous blebs it is obvious that the circulation is still active and the burn 
is not a full thickness burn’. This is simply not so. As Jackson has recently 
demonstrated again so clearly, distinction between a deep dermal and a full- 
thickness skin loss burn cannot always be made with certainty at primary 
examination and the early signs are not entirely reliable. ‘The diagnosis of 
depth in many cases is dynamic and rests on the progress of the burn, 
especially in the second week towards the end of which the superficial slough 
in dermal burns separates to reveal a stippled base due to the surviving sweat 
and hair follicle elements in the subcutaneous matrix. Again, in the early 
treatment of burns, the authors stress the importance of immobility: ‘early 
healing rather than early movement’. This is certainly true of the first few 
days but, in my view, progressive movements should start within a week in 
most cases, except those parts with grafts attached. For electrical burns the 
accepted treatment of primary excision and repair is recommended for most 
cases, but with a caution that in the palm the indeterminate extent of the 
burn may make a primary repair inadvisable. Choice of treatment in these 
patients surely rests on the nature of the electrical burn. When the thermal 
element predominates, as in contact with electrical fires, a primary repair 
after an excision can generally be planned accurately. In high-voltage burns 
late electrical effects, including progressive thrombosis, generally make most 
primary excision and repairs unsuccessful. 


HAND INJURIES IN CHILDHOOD 


The separate section on injuries in childhood emphasizes the special features 


of hand injuries in the young. ‘There are the rapid rate of marginal ingrowth, 
the rapid resolution and softening of scars, and the remodelling and differ- 
entiation of both bone and soft tissue scars which take place; but the warn- 
ing is rightly added that the effects of a burn scar in youth can last for life. 
Flexor tendons are repaired primarily in children for lacerating injuries. 
Nerves are always repaired primarily in children in whom prognosis is better 
than adults. The view is expressed that a properly planned and executed 
graft will grow proportionately with normal tissues. This is only broadly, 
not universally, true, even when the late deformity is not due to juxta- 
epiphysial damage. Again they stress immobility until healing is complete. 
Jn deep repairs this involves splintage for up to a month and may be very 
difficult to maintain. Not all surgeons will agree that it is not necessary. 


PROSTHESES 
No prosthesis is equal to a normal hand and in spite of the considerable 
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mechanical and cosmetic advances which have been made in their con- 
struction during the last ten years, a big proportion of patients who lose 
their arms still do not wear the prosthesis provided for them. The hook 
prosthesis is the simplest and best for the working man. A cineplastic am- 
putation gives better function; its limitation is in the construction of delicate, 
durable and zsthetically acceptable prostheses. Unless such manufacturing 
facilities are available, cineplastic amputations should not be done. The 
classical site of election for amputation in the forearm is not suitable for all. 
If the prosthesis is not worn extra length is often of advantage to the patient; 
and if a cineplastic amputation is done later the extra-dorsal skin can then be 
of value. 


CONCLUSION 

Hand injuries, on account of their numbers and on account of the trivial 
nature of so many, need not, indeed I believe should not, even be a separate 
branch of surgery. They should belong largely to the general field; indeed 
many must remain in the field of general practice. There is nothing in the 
simpler repairs that is technically beyond a medical student, provided he is 
properly taught. From the long-term point of view it is this educational 
need which is foremost. In this the crux of the problem is the Casualty 
Departments at teaching hospitals. ‘These are the places where most hands 
are treated. They should be more generally used as places both where every 
hand injury is given full formal treatment and where this material is used to 
incorporate basic plastic techniques in tissue craft in general surgical educa- 
tion. Supervision of this department and the teaching in it must obviously 
be by a surgeon well trained and experienced in these techniques. It is then 
immaterial whether his other clinical interests are in the general, orthopedic 
or plastic fields. 

On the administrative side the need for continuity between outpatient 
and inpatient control of these hand injuries is obvious. If they are to fulfil 
their most valuable réle the Casualty Department of every hospital should 
be linked to both short- and long-term beds under the control of the surgeon 
responsible for the hand injuries treated in Casualty. The relationships of this 
part of the Accident Service to the general emergency machinery of the 
hospital is an open one, and permits of individual compromise. Probably a 
simple right of call, by the surgeon especially experienced in hand injuries, 
to any hand case admitted, would obtain the necessary standard of result 
and the necessary teaching of general surgical trainees in the more special- 
ized plastic techniques. It is clearly also desirable that there should be links 
at every level between the major accident services responsible for primary 
repairs and those plastic and orthopedic centres where the later long-term 
repairs of the major hand injuries will take place. 





ANAL FISSURE IN CHILDREN 


By JOHN APLEY, M.D., M.R.C.P 
Consulting Padtatrician, United Bristol Hospitals and Bath United Hospitals. 


IN a surprisingly high proportion of the many children who are referred for 
a consultant opinion because of constipation a previously unsuspected 
fissure-in-ano is found. It is without doubt a common condition in child- 
hood, and is, indeed, possibly more common then than in adult life. Why is 
the diagnosis so often missed? Possibly for three reasons: first, because the 
descriptions of anal fissure which appear in general medical journals rarely 
even mention its occurrence in children; second, because the very character- 
istic history may not be widely enough appreciated; and, third, because it 
may not be generally realized that diagnosis is made simply by inspection. 

The natural history of anal fissure is essentially similar in adults and 
children, but there are some special features to be noted in early life, as the 


following account, based on 30 consecutive cases, shows 


ETIOLOGICAL FACTORS 
The time of onset was usually unmistakable and, in the large majority of 
cases, coincided with constipation and the passage ot large scybala. Often 
the constipation occurred for the first time when the child developed an 
illness with fever. In two young infants, on the contrary, the onset was 
associated with an acute attack of enteritis. In only two cases was there no 
clear-cut history of disturbance of bowel function. In one child there was a 
possible, though doubtful, association between anal fissure and infestation 
with threadworms; in another, trauma from an enema syringe might have 
been a factor. The age incidence was spread un‘formly between two months 


and ten years, with no increase in incidence at the time of weaning (which 


has been suggested as a possible etiological factor). In all but three cases the 
fissure developed in or near the midline of the anal canal posteriorly where, 
owing to the anatomical arrangement of the superficial external sphincter, 
there is an unsupported area of mucosa 

From this evidence it seems that in childhood the usual cause of fissure 


is over-distension of the anal canai by large tacal masses 


NATURAL HISTORY 
In the earliest stages, as seen in children with a characteristic history of a 
few days’ or weeks’ duration, a simple, superficial, longitudinal split in the 
mucosa was seen, which appeared inflamed. In more chronic cases the 
ulceration was deeper, with surrounding induration which was more readily 
felt than seen. Still later, after a period of many months or some years, 
granulations were visible in the site of the fissure; in only two children was a 
small ‘sentinel’ skin tag seen at the lower border. In the early stages the 
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fissure was excruciatingly tender and sphincter spasm was marked; both 
these features tended to diminish after a few weeks or, at the most, months. 
In four long-standing cases there was a history suggestive of remissions 


and exacerbations. In two children, with a relevant history of approximately 


one year, the fissure looked as if it was healing satisfactorily. Spontaneous 
cure was observed also in one acute untreated case in this series (and has 
been seen in other children who are not included here). The incidence of 
spontaneous resolution is almost certainly much higher than these small 
numbers suggest, since the mildest and most transient cases are those least 
likely to be brought to the practitioner for medical attention. 

Complications, such as secondary mucosal polyp, abscess formation and 
fistula, which appear to be relatively common in adults, were not seen in this 
series, although in some patients the fissure had evidently persisted for 
several years. 


CLINICAL PICTURE 

In the typical case the history was unmistakable. Suddenly, often after a 
feverish illness, the child developed an intense terror of defzcation, and 
screamed and resisted at any attempt to persuade him to defxcate. In only 
a minority of cases streaks of bright red blood were seen on the surface of 
the stools or on the napkin or toilet paper. An occasional child refused to 
walk or even to sit, and lay miserably on his side. If examined at this stage 
the child’s fear of rectal examination was violently shown. When the 
buttocks were widely separated the anal sphincter was found to be strongly 
contracted. The fissure was readily seen if, in a good light, the sphincter was 
gently and patiently coaxed open. Digital examination of the rectum was not 
only cruel but completely unnecessary for diagnosis. 

After the early stages, if the fissure persisted, some children settled into 
an uneasy equilibrium with occasional relapses. More often they tended 
gradually to lose their pain and, after many months, their fear of defecation. 
By then, however, many had often become habitually and severely con- 
stipated, passing large stools at intervals of many days. In a few cases there 
was ‘overflow incontinence’ of stools. The abdomen was often distended, 
with occasional bouts of abdominal pain, and sometimes defzcation was 
accompanied by vomiting. In the chronic case faecal masses were often 
palpable in the abdomen, sometimes sufficient in firmness, size and number 
to justify the epithet of a ‘rockery’. On anal examination, which was by now 
relatively painless, the chronic ulcer could be seen and its indurated edges 
felt, while the rectum was found to be bulging with hard and craggy faces. 

Since it has become the practice to inspect the anal canal in all children 
said to be suffering from constipation a few cases with anal fissure have been 
discovered without the typical history. 

In none of the patients was there any justification for further investiga- 
tions while the fissure was in the acute, painful phase. Proctoscopy and 
sigmoidoscopy were done at a later stage in a few, but revealed no abnormal- 
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ities. In the small number in whom a barium enema was done it showed no 
more than secondary dilatation of the descending colon. In no case was a 
significant degree of anemia present, even after repeated episodes of 
bleeding. 

TREATMENT 

‘The results of simple medical treatment have been almost uniformly good, 
and possibly children are more amenable than adults in this respect. In 30 
consecutive patients a cure resulted in 27; two further patients did not re 
turn to report progress; and in one other the fissure had not healed com- 
pletely after intermittent (and possibly inefficiently applied) treatment over 
a period of several months. In all but a few the treatment was carried out by 
the mother at home. In a small number in whom the mother’s cooperation 
was doubtful, and the response unsatisfactory, medical treatment was re- 
peated in hospital with good results. In a few severely constipated cases 
olive-oil enemas were given as a preliminary measure. Fissures seen in the 
acute stage healed within two, or at most three, weeks. ‘The chronic fissures 
sometimes took several weeks to heal, but eventually disappeared completely 
In one child a fissure recurred atter apparent cure, but this was probably due 
to obstipation in a patient with grossly defective toilet training. 

The essential of treatment is to relieve pain and the consequent spasm 
which prevents healing of the fissure. For this purpose 1 per cent. ametho- 
caine ointment was applied to the raw area: in this strength it proved effec 
tive, and there were no examples of induced skin sensitivity, which has been 
described with higher concentrations in adults. ‘The mother was shown how 
to insert the ointment on a pledget of wool firmly wrapped on an orange 
stick or on the tip of her small finger (with the nail cut short), a procedure 
which she was instructed to carry out three times daily, and particularly 
betore defecation was expected. Her relief, as well as the child’s, at the 
demonstration of complete painlessness induced by the surface analgesic 
were potent factors in ensuring cooperation in treatment. ‘The children were 
encouraged to try to defecate at a regular time each day. Small quantities 
of liquid paraffin were given orally, several times daily and continued for 
several months after cure. Changes in the diet were not found necessary 

Although chronic fissures in childhood respond satisfactorily to treat 
ment, and undoubtedly some acute fissures resolve spontaneously, it appears 
advisable to treat all cases early. By so doing, not only is unnecessary suffer- 
ing obviated, but the formation of a habit of chronic constipation (which can 
persist indefinitely even after the fissure has healed) is forestalled 


SUMMARY 
Anal fissure should be suspected in all infants and children with constipa- 


tion or painful detacation, especially if the symptom has developed suddenly 


Diagnosis can be made with certainty by simple but careful inspection of 
the anus. In the large majority of cases simple medical treatment, carried 
out at home by the mother, is completely successful 





THE DIABETIC ASSOCIATION 


By R. D. LAWRENCE, M.D., F.R.C.P. 
Physician in Charge, Diabetic Department, King’s College Hospital, London. 


GreaT BRITAIN was the first country to form a Diabetic Association, and its 
formation was, in fact, the first attempt ever made to utilize the strong 
fellow-feeling which exists between sufferers of the same disability. It is 
unique in being primarily a body of lay diabetics, founded to look after the 
social and welfare problems peculiar to diabetes, and to further and support 
research into its causes and possible cures. From its inception, in 1934, it 
has been closely linked with interested doctors, which has proved to be a 
happy combination of efforts. ‘The Counc?l of the Association is two-thirds 
laymen, but any clashing interests—which have rarely arisen—have happily 
been blessed by the spirit of sane compromise so common in this 
country. The main activities cf the Association are recorded in a quarterly 
journal, which is sent free to all members. In it, advice on all sorts of matters 
concerning the diabetic life is given, except aspects of personal treatment, 
which is the sole prerogative of the physician in charge of each individual 
case. The work of the Association may be summarized as follows. 


EMPLOYMENT OF DIABETICS 
In matters of employment, prejudices of pre-insulin days have been fought 
with slowly increasing success, although there is still much to be done before 


the general public is made aware that diabetics are far from being a drag on 
their employers. ‘T’o this end, a scheme of Corporate Associate Membership 
has been established, which has as one of its objects the hope that ignorance 
as to the real state of diabetics will be swept aside, and the many industries 
which at present refuse to employ diabetics, due to preconceived ideas, will 
be persuaded to realize the true value of a diabetic. 


LIFE ASSURANCE AND MOTORING 
For many years, diabetes proved to be a stumbling block in relation to life 
assurance. But during the past few years, societies have been persuaded that 
there is not an exorbitant risk in accepting diabetics, and now there are few 
insurance companies who will not do so. Car driving is another aspect of 
the Association’s interests, and it was as a result of negotiations between the 
Metropolitan Police and the Association that it was agreed that diabetics 
need not declare their diabetic state on their applications for licences. 


RESEARCH 
Research has naturally played a large part in the interests of the Association, 
which has as one of its Vice-Presidents, Professor Charles H. Best, the co- 
discoverer of insulin with the late Sir Frederick Banting. As a result of a 
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generous donation from a member of the Association, a Research Fund was 
set up some seven years ago, and every year fellowships are granted by the 
Association to doctors and biochemists working in the cause of diabetic 


research 


DIABETIC CHILDREN 
Diabetic children have been a most important aspect of the work. Most 
children grow up well with good parental care but, lacking this, there are 
many who drift in and out of hospital, never well, and never educated. For 
some 120 of these, throughout the country, the Diabetic Association has 
stimulated the Ministry of Education and philanthropic bodies into pro- 
viding six small residential homes, where their diabetic state is looked after 
by regulated diets and insulin, and from whence they can attend nearby 
day schools. ‘The original school of this kind was established on the outbreak 
of war, when the Association discovered that no arrangements had been 
made for the evacuation of diabetic children from the London area, and 
made the necessary organization with the London County Council for the 
housing and care of these handicapped children. Since then, these schools 
have proved what useful and happy citizens the scheme can produce. 
Since the war, summer holiday camps have been organized on a much 
larger scale than before the war, and this year some 200 children were given 
the opportunity to get away for a fortnight. These camps have been planned 
in conjunction with local education authorities, and through the courtesy of 
the London County Council, the Church of England Children’s Society, and 
the National Camps Corporation. It is to be hoped that they will become a 
regular feature of the services of the Association. No one who visits these 


camps can fail to be impressed by the cheerful and friendly spirit which pre- 
vails, and even though many of the children had never before been separated 
from their parents, they have returned encouraged to expand their lives in 


many useful ways. Another point which is worth remembering in connexion 
with these camps, is that the parents are able, for probably the first time, to 
have a holiday free from the constant care of watching diets and injections. 


THE ELDERLY AND INFIRM DIABETIC 
The elderly and infirm diabetic, who is unable to move about freely, and 
whose sight is dimmed, has also been a special concern of the Association. 
Although technically there is ample accommodation in many old people’s 
homes throughout the country, in practice it has been found that often 
diabetics are turned away, or are unable to receive the real care and attention 
which they deserve. In considering their plight, the Association was en- 
couraged by the tremendous response to the Memorial Fund to the late Sir 
Frederick Banting, and it was decided to purchase a house to be used as a 
residential home for these elderly people. In January 1953, the Frederick 
Banting House, Kingston Hill, Surrey, received its first residents. Unfor- 
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tunately, only 29 can be accommodated, and there is already a lengthy 
waiting list. But as funds permit, it is hoped that similar homes will be set 
up in other parts of the country, where these old people can live out the 
remainder of their lives in some degree of dignity and comfort. 


INTERNATIONAL COOPERATION 
In the international field, the Diabetic Association was the forerunner of 
many similar organizations throughout the world. In countries as far re- 
moved as Uruguay, there are now Societies based on the lines of the Diabetic 
Association of this country, all of which have as their common object the 
welfare of the diabetic community of their own country, and the medical 
and research work which goes on into the unknown causes of diabetes 
mellitus. An International Diabetes Federation has been established and its 
first Congress, held at Leyden in Holland in 1952, was attended by some 
241 doctors and laymen. The second Congress is to be held in England in 


1955. 


MEDICAL ADVISORY COMMITTEI 
A Medical Advisory Committee, composed entirely of doctors, meets 
regularly during the year to discuss the many problems which arise in con- 
nexion with diabetes and its treatment, and it was as a result of negotiations 
with the government and other interested bodies that the Standard Insulin 
Syringe (B.S.1619) was recently introduced. The Ministry of Health 


circular (1953) on regional planning of diabetic clinics was also the result of 
contacts with the Government, which are maintained by the Association. 
Through its contacts with other official bodies, the Diabetic Association was 
responsible for the establishment of convalescent homes for diabetics, where 
not only are proper food and insulin provided, but the patient is further 
trained in the diabetic way of life before returning home to ordinary duties 
and work, fully confident that he or she can meet the changed conditions of 
his or her life. 
CONCLUSION 

These are just some of the many facets of the work of the Diabetic Associa- 
tion. There are others, of course, such as the problem of tuberculous 
diabetics, and the annual Banting Memorial Lecture, but space does not 
permit a fuller résumé. Letters, amounting to some fifty each day, are re- 
ceived at headquarters and answered by a competent staff. Its services are 
numerous, and the Diabetic Association was honoured in Coronation Year 
to know that the seal had been set on its past achievements by the gracious 
granting of her Patronage by Her Majesty the Queen. 


The address of the Association is 152 Harley Street, London, W.1 





POST-PARTUM PHLEGMASIA DOLENS 
\N HISTORICAL STUDY 


By S. 'T. ANNING, M.D., M.R.C.P 
Issistant Physician, Dermatological Department, General Infirmary, Leeds 


PHLEGMASIA DOLENS occurring post-partum is such a distinct clinical entity 
that clear references to it might be expected in the works of early medical 
writers. The painful swelling of the lower limb appearing so surprisingly 
during the first two or three weeks after delivery could scarcely escape the 
attention of the mother, her midwife, her physician or her relatives. Yet, in 
point of fact, references to it before the 18th century are rare and it seems 


worth while to consider the reasons for this. 


rHE HUMORAL THEORY 
Hull (1800) quoted a rather obscure sentence from the works of Hippocrates 
as possibly referring to the condition but, although Hippocrates* gave 
several detailed accounts of patients with puerperal fever, the limbs were 
only mentioned as being cold, livid and painful. Swelling of the lower limbs 
was not mentioned but some of the patients died a few days after labour. 
Paulus of Aeginetat, writing on inflammation of the uterus, mentioned 
‘tightness of the groins and heaviness of the limbs’. Other ancient writers, 
including Aetius of Amida who wrote about obstetrics, have not, so far as I 
am aware, made reference to any condition resembling phlegmasia dolens. 

Although Harvey’s discovery of the circulation gave it a mortal blow, the 
humoral theory of disease died hard as can be seen from the idea of men- 
strual ulcers of the legs. According to Ambroise Paré, in 1579, menstrual 
blood was thought to collect in the legs during pregnancy and become stag- 
nant, causing ulceration (Johnson, 1678). Astruc (1761) seems to have been 
the first to state clearly that menstrual blood is not a collection of ‘bad 
humours’, but even as late as the 1gth century menstrual ulcers were des- 
cribed both by Sir Astley Cooper (1837) and by Critchett (1849). 

The lochia were also considered to be bad humours the retention of 
which, often occurring during puerperal fever, was likely to cause trouble. 
In 1603, Roderiguez a Castro published in Hamburg his work ‘De universa 
mulierum morborum medicina’. He not only considered the swollen and 
livid legs of pregnant women but made observations concerning swellings 
of the lower extremities in the puerperium: ‘vidimus crurum tumores post 


partum contingere, si lochia minus copiosa procedant’. He considered that 
immoderate drinking after child-birth precipitated the trouble, which might 


*There is an excellent translation, by J. Chadwick and W. N. Mann, of the 
‘Medical Works of Hippocrates’ (Blackwell Scientific Publications, 1950). 

tA translation by Francis Adams of “The Seven Books of Paulus Aegineta’ was 
published by the Sydenham Society in 1844 
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also follow copious bleeding. Francois Mauriceau of Paris, writing in 1668, 
also took the view that suppression of the lochia caused swelling of the 
legs brought about by metastasis of the lochia or, to use his own words, 
‘to a reflux determined to those parts [the lower extremities] of humours, 
which ought to be evacuated by the lochia’. He had seen many women de- 
livered whose legs became wholly edematous and extraordinarily swollen, 


and he mentioned one of his aunts who for thirty-eight years had suffered 


from a swollen leg, the condition having appeared suddenly after one of 
her confinements (Mauriceau, 1712). Suppression of the lochia was thought 
by Mesnard (1753) to cause ‘an over fulness of the blood vessels, and a 
consequent arrest and coagulation of lymph in the parts affected’, 

In this country the condition had been described in 1676 by Richard 
Wiseman, Sergeant-Chirurgian to Charles II. In a chapter on ‘Abscesses and 
Corrosive Ulcers arising from Distempers of the Uterus in Child-bed’ he 
relates the following history: 

‘An Apothecary’s wife, living in my Neighbourhood in the Old Bailey, after a 
hard Child-bed labour was seized with a Fever, and great pain in her right Thigh, 
from the Groin and Hip downward to the Knee, swelling the Member round, 
without inflammation or discolouring the Skin.’ 

Wiseman did not speculate about the cause of the condition and, although 
familiar with venous thrombosis, did not relate the two. 


“‘PHLEGMATIA LACTEA’ 

Another theory to explain the swelling of the limb was put forward by 
Puzos whose ‘Mémoire sur les Dépéts laiteux, appelles communement Lait 
Repandu’, printed at the end of his “Traité des Accouchemens’, appeared in 
1759, six years after his death. He considered that milk is formed in women 
during pregnancy, as well as after delivery, and is directed principally to 
the uterus in the former, and to the breasts later. When the fetus in utero 
or the infant at the breast cannot consume the whole of the milk that is 
formed, the excess escapes in the excretions or collects in certain parts of 
the body and particularly in the lower limbs. Blood letting was the treatment 
advised. Levret (1766) also supported the theory of ‘engorgemens laiteux’ 
in the lower extremities, pointing out that they rarely appeared before the 
twelfth or fifteenth day of lying-in and that milk fever was present. Astruc 
(1761) also discussed ‘dépéts de lait’ and de Sauvages in his ‘Nosologia 
Methodica’ (1768) used the term 'phlegmatia lactea’. 


*“H&DEMA LYMPHATICUM’ 
In 1784, Charles White, who was ‘Man-midwife Extraordinary to the 
Manchester Lying-in Hospital’, published a tract on the swelling in one or 
both of the lower extremities in the puerperium. He wrote that it was ‘not 
owing to any defect of the lochia as it happens to those who have the most 
regular discharge’, ‘nor to a deposit of milk as it happens under every cir- 
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cumstance attending that secretion’. He thought ‘that the proximate cause 
of this disorder is an obstruction, detention and accumulation of lymph in 
the limb’ brought about by rupture of the lymphatics from pressure of the 
‘foetus’s head’ during labour and he did not believe that it occurred under 
other conditions than parturition. 

Trye of Gloucester (1792) criticized White’s views and said that, although 
he could not discover any grounds for supposing the trunk of the lymphatics 
to be ruptured in labour, ‘yet he could easily conceive that the obstruction 
to the return of the lymph may commence in the primary inflammation of 
a trunk or trunks’. He made the important observations that ‘a greater or 
less degree of puerperal fever has in every case preceded the glandular in- 
Hammation’ and that ‘the complaint has rarely come on before the end of 
the second, or the beginning of the third week after delivery’. A similar view 
was taken by Ferriar (1810), another Manchester surgeon, in his essay on 


‘An Affection of the Lymphatic Vessels hitherto misunderstood’. He called 


it ‘edema lymphaticum’ and pointed out that the condition is not ex- 
clusively puerperal but occurred also after typhus fever, and that exquisite 
pain occurred in the ham. 

Yet another Manchester surgeon, Hull, had reviewed in 1800 the history 
of what he named ‘phlegmatia dolens’ and advanced a different theory. He 
thought it was brought about by inflammation of the muscles and skin, with 
the consequent coagulation of lymph. The term ‘phlegmatia alba dolens 
puerperarium’ was used a little later by White (1801) 


THE VENOUS THEORY 
It is to Davis of Queen Charlotte’s hospital that the credit must go for first 
appreciating that the veins were the seat of the trouble. 

He published in 1822 a remarkable paper on “The proximate cause of phlegmasia 
dolens’ which he showed to result from a ‘violent inflammation of one or more of 
the principal veins within and in the immediate neighbourhood of the pelvis’ with 
a ‘gradual coagulation of their contents . . . in consequence of which, the diameters 
of the cavities of these important vessels become so greatly diminished, sometimes 
so totally obstructed as to be rendered mechanically incompetent to carry forward 
into their corresponding trunks the venous blood brought to them by their inferior 
contributory branches.’ 

Lee (1829a) agreed that inflammation of the coats of the iliac and femoral 
veins gives rise to the condition, and later (182gb) showed that the disease 
begins in the uterine veins as a phlebitis, extending thence to the iliac and 
femoral veins. He also noted that endometritis is often present and that 
phlegmasia dolens usually appears after the tenth day post-partum. In 1853 
he described a number of patients in whom the condition appeared after 
complicated labour with intra-uterine manipulation. Cruveilhier (1829-55) 
wrote of ‘phlébite traumatique puerperale’ associated with fever and block- 
age of the femoral and popliteal veins. ‘The venous theory of the cause of 


the condition was not, for a time, generally accepted. Dewees (1829) 
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strongly disagreed with Davis, although he was ‘not prepared to say what 
the exciting cause is’. In 1838, writing on phlegmasia dolens, Sir Charles 
Bell confessed that to him the subject was still obscure and said, referring to 
Davis and Lee, that ‘our experienced and acute Professor of Midwifery 
says they are confounding two distinct cases—phlegmasia dolens and crural 
phlebitis’. During the next few decades the investigations of Rokitansky 
(1852), Virchow (1860) and others did much to elucidate the pathology of 
venous thrombosis and from the clinical point of view more interest was 


taken in its etiology. 


ASSOCIATION WITH COMPLICATED LABOUR 
A full clinical account of post-partum thrombosis was published by 
MacKenzie in 1853. He found it to be most common after the first or second 
confinement and related this to ‘the more protracted parturient efforts, the 
greater injury to the soft parts, and the more considerable reaction which 
must occur in these than subsequent labours’. Of the 60 cases from the 
literature which he reviewed, labour was natural in 22 of 38 patients and 
complicated in 16, but in 33 of the total there was puerperal fever. In the 
majority phlegmasia dolens appeared within three weeks of birth and the 
left leg was affected more often than the right. 

Since then the association of post-partum thrombosis and complicated 
labour does not appear to have received much attention until recently 
Barker and Randall (1938) showed that it occurs more commonly after 
difficult labour, Caesarean section and instrumental delivery and with puer- 
peral sepsis. They also noted the importance of hemorrhage, rest in bed, 
varicose veins and obesity as factors which increase the tendency to develop 
thrombosis. On the other hand, in a series of 57 patients with post-partum 
thrombosis treated at two hospitals, Zilliacus (1946) found that delivery had 
been normal in 40 and forceps had been used in no more than nine. Most of 
the evidence, however, supports Barker and Randall. Thus, Ball and 
Hughes (1949) found that in 29 parturient women with thrombo-embolism 
labour had been normal in only nine; in my series (1953) of 181 patients with 
leg ulcers following post-partum thrombosis labour had been normal in 51 
(28 per cent.), forceps had been used in 52, and various complications, in- 
cluding ante- and post-partum hemorrhage, retained placenta, prolonged 
labour and toxemia, had been present in the remainder. 

It is now accepted that infection is a cause of post-partum thrombosis 
but the importance of hemorrhage is not so generally appreciated (Anning, 
1953), although Roderiguez a Castro had mentioned copious bleeding as a 
cause and Davis wrote of its occurrence ‘after profuse hemorrhages’. It was 
because of this that he deplored the usual treatment by venesection. 

To say that post-partum thrombosis does not take place if the mother dies 
in child-birth is to state the obvious, yet this may well be the reason for the 
paucity of references to the condition before the seventeenth century. In 
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the middle ages a woman whose confinement was abnormal was likely to 
die from hemorrhage, infection, obstructed labour or from the treatment she 
received. Midwives were almost invariably employed but very few of them 
wrote about their experiences—another reason for lack of references during 
this period. It is true, however, that Ambroise Paré (1510-1590) practised 
obstetrics and wrote on the subject but did not mention ‘white leg’. 
Obstetric forceps were invented by Peter Chamberlen (1560-1631), a 
Huguenot refugee, but the invention was held as a secret by his family for 
one hundred and twenty-five years (Guthrie, 1945). The steel lock forceps 
were introduced in 1744 by William Smellie who had learned his obstetrics 
in Paris. He met bitter opposition from Mrs. Nihell, the Haymarket midwife, 
who referred to him as ‘a great horse godmother of a he-midwife’. In 1752 
he published his ‘Midwifery’ which was the first book to lay down safe rules 
for the use of forceps. There seems to be no reference to swelling of the legs 
after child-birth either in this or later editions (Smellie, 1762). By the 
mid-18th century forceps seem to have been generally used and it was during 


this century that the care of women in labour began to pass from the midwife 
to the male obstetrician. It seems likely that the use of forceps saved many 
lives but in doing so made phlegmasia dolens more common. A similar 
state of affairs has occurred recently following the introduction of anti- 
biotics. McSweeney (1949) has shown that the lowering of the death rate 
from puerperal fever has been accompanied by a considerable rise in the 


incidence of post-partum thrombosis. 


SUMMARY 


In tracing the historical development of our ideas about post-partum throm- 
bosis we find that it was rarely mentioned before the 18th century. ‘The 
reasons for this seem to lie in the appalling maternal mortality before the 
introduction of forceps, and in the practice of obstetrics being carried out in 
the middle ages almost exclusively by midwives, few of whom wrote on the 
subject. Although forceps lowered the death rate from obstructed labour, 
infection, followed by venous thrombosis, became more common. As the 
death rate from infection has been reduced by antibiotics, thrombosis has 
become more common. The importance of hemorrhage as a cause has long 
been recognized but is not generally appreciated. 
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‘THat much illness in Britain in the present day reflects mental unrest no-one 
can doubt. The trend of thought in medicine is towards the recognition of 
stress as an important contributory cause of disease, and day-to-day ex 
perience in consulting room and surgery tells its own story. The patient 
with duodenal ulcer whose pain re-appears after a quarrel with his wife, the 
child stricken by asthma the moment he goes back to school, the headache of 
frustration and the itching of impotent rage—all these are familiar problems 
for the physician. ‘The ‘psychosomatic affections’, to use Halliday’s term, are 
rife. But how common are they? How much disability do they cause? How 
much of the practitioner’s time, effort, and emotional energy are spent in 
looking after that part of his practice which is made up of stress disorders? 
‘These are questions often asked, but seldom answered. In this article we 
have tried to provide some answers, however rough and subjective, from 
clinical work in general practice. 


OUTLINE OF METHOD 
‘he six practices here surveyed are made up thus: two urban practices 
from a densely populated, inner metropolitan area—Bermondsey ; two from 
a suburban area—Kingsbury; and two from small country towns—-Grange, 
in Lancashire, and Wootton Bassett, in Wiltshire. 

Right at the start we saw that full agreement must be reached, so far as 
this was possible, on the diagnosis and classification of the stress disorders, 
if our final figures were to be meaningful, so several preliminary meetings 
were held to discuss the range of this term, the method of recording, the 


problem of the borderline case, and the many other related questions. ‘I'he 
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principle was early laid down that by entering the illness of a particular 
patient as a stress disorder we did not imply that stress was the only factor 
in its etiology, nor that this illness always behaved as a stress disorder in 
other patients. The final list of disorders used in the survey is shown here: 


(1) Simple anxiety states: acute and chronic 
Anxiety attacks: in their various disguises 
Anxiety depression 
Depressive states: acute and chronic 
Simple hypochondriasis 
Effort syndrome: anxiety state with effort intoleranc« 
Palpitation 
Dyspneea: out of proportion to cardiac lesion 
Anginal pain, as a response to stress and emotion 
Left inframammary pain 
Giddiness, faintness, weakness, in cardiac patients 
Over-eating 
Under-eating 
Anorexia nervosa 
Vomiting as a response to stress, especially in children 
Recurrent abdominal pain, without obvious physical caus« 
Nervous diarrhcea 
Constipation 
Ulcerative colitis 
Duodenal ulcer 
Cardiospasm 
‘Alimentary discontent’: e.g. fullness, discomfort, wind 
Abdominal hypochondriasis 
Borborygmi 
Bad taste in the mouth 
Sore throat 
Giddiness, tremor, faintness, fatigue, paraesthesia 
Headache 
Migraine 
Fainting attacks 
Insomnia 
Run-down 
Urticaria 
Neurodermatitis 
Eczema 
Pruritus 
Hyperidrosis 
Rosacea 
Parasitophobia 
Muscular pains associated with tension, ‘psychogenic rheumatism’ 
Amenorrheea 
Menorrhagia 
Dyspareunia 
Frigidity 
Vomiting of pregnancy 
Post-partum depression 
Asthma 
Vasomotor rhinitis ; non-seasonal 
‘Spots before the eyes’ 
Dimness of vision 
Frequency of micturition 


The method of recording was as follows: A typewritten form showing this list 
was filled up by each practitioner for each day of practice, and an entry was made 
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on the sheet for every patient seen. The only exception to this rule was that Pag: 
and Gillison, who work together, did not record patients seen on visits; thet 
turnover, as will be seen from the results, was higher than that of the other practices 
and the pressure of work was greater. Their figures therefore apply only to patients 
seen at the surgery. Each patient was classified as ‘O’—original: patient seen for 
the first time, or seen again after a lapse of one year; ‘R’—return visit. The illness 
was then placed either in the ‘organic’ category when stress was deemed unimportant 
in its causation, or in the ‘stress’ category, under one of the headings in the list 
At the end of the day’s work, the number of patients in both categories was added 
up. At the end of the month, the total number of patients seen was calculated, and 
this figure divided by the number of working days gave the ‘mean daily attendance 
The total of patients in the stress category was divided by the total number seen 
and this fraction, shown as a percentage, gives the ‘mean proportion stress’. The 
proportion of stress to organic, as a percentage, in the O and R groups is also shown 
A pilot survey was run in November 1951, and its results fully discussed. ‘The final 
survey covered four sample months in the year 1952 

It is clear from this description that certain difficulties attend the classifica- 
tion of an illness as ‘stress disorder’. An anxious patient with headache comes 
to the surgery; is his illness to be recorded under ‘anxiety state’ or ‘head- 
ache’? We took the view that if the illness was indeed regarded as a reaction 
to stress, it was more important to record it in this general category than to 
argue about the heading under which it should fall, and our final figures do 
seem to show that we reached a remarkable degree of agreement on the kinds 
of illness to be placed in this category, even though there were differences 
between members in the numbers of cases allotted to the various stress 
groups. We have not thought it worth while to reproduce the analysis of 
the stress category into its groups—gastro-intestinal, cardiovascular, and 


the like—since it was felt that the final figure represented by ‘mean pro- 


portion stress’ gave a truer picture of the situation than the numbers in 


each group, although the comparison of these yielded much interesting 
material. 


After each survey month, a meeting was held to discuss the results and to consider 


the many problems raised. 


No. of patients 


Nature of the practices in practice 
(1) Inner metropolitan 
Page and Gillison 


(2) Suburban 
Mond and Finlay Mond 
Finlay 


(3) Rural 
Hart and Mason . Hart 
\ason 
RESULTS OF THE SURVEY 
It will be seen (p.186) that Page and Gillison, even when visits were omitted, 
had consistently the highest daily attendance, and Hart and Mason the 
lowest. The ‘mean proportion stress’ is on the whole highest throughout in 
the suburban practices, and lowest in the rural. Variations in the proportion 
from month to month can sometimes be related to seasonal variations in the 
population: e.g., the August figure in Mason’s practice (13 per cent.) is higher 
than that for other months, probably because of the summer influx of tourists 
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into Grange, which is a seaside resort. The absolute incidence of illness in 
the organic category is, of course, higher in the winter months because of 
colds, ‘flu’, and similar ailments, and thus the stress proportion will tend to 
fall. By and large, these figures show that about one-fifth of the patients 


Country Town Suburban 
Februar) Hart Mason Page Gillison Mond Finlay 
Mean daily attendance . 33 49 51 37 
Mean proportion stress ; ‘ 8 17 23 21 
O. Stress/O. Organic ; 16 16 
R. Stress/R. Organic 4 29 37 
May 
Mean daily attendance 
Mean proportion stress 
QO. Stress/O. Organic 
R. Stress/R. Organic 
August 
Mean daily attendance 
Mean proportion stress 
Q. Stress/ O. Organic 
R. Stress/R. Organic 
November 
Mean daily attendance 
Mean proportion stress 
QO. Stress/O. Organic 
R. Stress/R. Organic 


40 
25 
15 


40 
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Ah Nw 
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° 
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seen on any one day in an urban practice suffer from stress disorders; in 
the country, the proportion will be 10 to 15 per cent. 
When possible, records were kept of the number of patients in the O and 


R groups whose ailments fell into the stress category. ‘The figures for the 
town and suburban practices in spring and summer show that almost half 
of those patients who return for further treatment and advice have an illness 
associated with emotional tension. This finding brings out into sharp relief 


the special demands which these patients make upon their doctors. 


COMMON STRESS SYNDROMES 
(R. W. T. Mason) 

(1) ‘Not feeling well, tiredness’.—These are the symptoms which the patient 
describes, and almost invariably they have nothing to add to the description. 
The quality of the symptom rarely varies. ‘I wake up feeling tired’ is a 
common comment. If a clinical examination and a hemoglobin estimation 
do not point to any organic disorder, a frank discussion of financial, social 
and sexual problems will usually bring to light a cause of stress. A sympa- 
thetic understanding of the patient’s trouble and a simple explanation of 
how the symptoms have arisen will often give relief. 

(2) Headache and eye-ache.—It is surprising how often the ache is across 
the top of the head: ‘Nothing relieves it’. Willingness on the part of the 
doctor to listen to the patient’s woes is very much required here. 
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(3) Carcinophobia.—A mosaic of symptoms, and an association with some- 
one who has had cancer, are typical features. Thorough physical examina- 
tion, and perhaps an x-ray, will be necessary to reassure the patient. ‘The 
most common form is the fear of cancer in women which follows a blow on 
the breast. 

(4) Left inframammary pain.—By itself this usually denotes physical and 
emotional fatigue. It is interesting that pain on the right side is seldom found 
The pain may be accompanied by palpitation, and here there is generally a 
fear of heart trouble: ‘I thought it was angina, Doctor’. 

(5) Seborrheea and seborrheic state.—Usually the skin as a whole breaks 
down only when stress is present. The disorder can be seen to vary 
with the patient’s emotional state. 

(6) Peptic ulcer.—In the early stages of peptic ulceration, stress is the 
dominant etiological factor, and a recognition of this by general practitioners 
puts into their grasp the power to cure the ulcer before it becomes estab- 
lished. 

Mr. W., a young man with a family, a new Council house to rent and furnish 
comes to the surgery with a three-weeks’ history characteristic of peptic ulcer 
The diagnosis is confirmed by x-rays. A sympathetic and willing consultation is 
given, and after a few weeks the patient is symptom free, and has remained so for 
three years 

(7) Esophageal pain.—The diagnosis of hiatus hernia is becoming fashion- 
able, but it is difficult to understand why the hernia should wait until middle 
life before giving rise to symptoms. It would seem that stress can upset the 


rhythm of the esophageal musculature, and provoke spasm at various levels, 


as it does in the large bowel. 

(8) Pain in the right iliac fossa.—How often is the general practitioner 
consulted by young women because of pain in the right iliac fossa—often 
associated with faulty bowel habits and/or concurrent love affairs. ‘The 
cecum is often tender and distended on palpation and the rectum loaded 
with faces. The real reason for the consultation is fear of appendicitis. The 
strain of present-day life seems to lead to colonic spasm and pain. In treat- 
ment, explanation, reassurance, and liquid paraffin are useful. Another 
variety of right iliac fossa pain appears to be a consequence of pelvic con- 
gestion during the highly emotional period of courting. ‘The management of 
this symptom necessitates the highest degree of trust and confidence between 
doctor and patient, but success can be most gratifying. 

(9) Diarrhea.—Urgency of defecation may be a stress reaction. ‘The 
diarrheea tends to be recurrent and difficult to treat—a placebo may help if it 
is given with ‘super-salesmanship’. 

(10) Night sweats.—The patient may have heard that sweating at night is 
caused by tuberculosis, and this of course makes him more anxious still. 

A rugby player was regularly disturbed at night by his recently arrived first baby, 
and after enduring this for a week, began to wake to find himself drenched in 


perspiration. Help in organizing the night feeds and putting the patient in a spare 
room soon solved the problem 
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THE FACTOR OF TIME AND EFFORT 
(N. C. Mond) 

The problems to be met with in handling stress disorders in general practice 
are complex and require careful analysis and understanding; there is a 
formidable barrier of prejudice to be penetrated. ‘The doctor, on the one 
side, and the patient with this type of disorder, on the other, develop a new 
relationship which demands that the doctor must accept a large part of the 
patient’s burden and, until time and practice allow the evolution of an 
appropriate technique, the doctor may well find the demands thus made on 
his nervous energy very tiring, but he will quickly see results from his work, 
which will more than compensate him. 

When a sincere and conscientious effort is made to deal intelligently with 
these patients, the most important single factor—an adequate history 
requires time. This may be readily available during the relatively quiet non- 
epidemic seasons. ‘The crowded waiting rooms, however, and the mounting 
calls of the winter, bring a new complexion to the problem. The patient 
with a stress disorder cannot be sent away, to return in the summer. His 
symptoms are at least as unpleasant and urgent as influenza or measles. 
‘The practitioner may feel driven in despair to give the patient the tonic he 


perhaps asked for when he first sat down, or he may order another x-ray, or 


refer the patient to a hospital specialist. After all, this avoids the need to 
take a proper history, and the need for thinking. It also gets the patient out 
of the consulting room quickly but, although any number of bottles of tonic 
and the most complex combinations of coloured vitamin tablets may be 
tried, and repeated hospital overhauls may be made, this will not help the 
woman whose flatulent dyspepsia is due to unhappiness from a drunken or 
bullying husband. 

The figure of 20 per cent. of stress disorders given in this survey re- 
presents an important part of work in general practice. It is surely not too 
much to claim that the frustration of which so many family doctors com- 
plain is in part caused by the feelings of inadequacy engendered by the 
patient appearing time and time again for more medicine, until the Pharma- 
copeeia and the doctor’s patience are exhausted. 

Of recent years the family doctor has been condescendingly praised as the 
‘backbone’ of the medical services, whilst the emphasis has clearly been 
more and more towards specialization and centralization. In fact, the 
dangers of allowing the hospitals to shoulder so many of the responsibilities 
which were once in the province of general practice are nowhere more 
evident than when considering the types of cases now being discussed. For 
when such patients are referred to medical or surgical departments, they 
would seem to have little hope of being fully understood, since under- 
standing implies, as a sine qua non, a detailed appreciation of the background 
and the family. ‘This total appreciation is unlikely to be gained by a hospital 
specialist, and the need for it is not likely to be grasped by the inexperienced 
registrar (or houseman), who is only too ready instead to embark upon a 
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series of investigations into blood chemistry and radiological appearances. 
The unfortunates who contrive to survive these ordeals ‘with negative re- 
sults’ are sent back to the doctor (if they are lucky), dismissed as ‘functional’ 
or, if they are unlucky, are referred for yet more investigations or are sent to 
yet another specialist, and by then the fear of organic disease is firmly in- 
grained in the patient’s mind. The understanding of the patient as more 
‘han an aggregate of different systems is first and foremost the task of the 
family doctor; and it is he who should first ‘survey the ground’ as it were, 
and decide how far he can himself offer help to the sick person. He is 
already in the patient’s confidence, and hence in an excellent position to 
comfort, reassure and advise; his chief limitations are those of time and 
effort. He can be sure, however, that the time is well spent; how much 
better to devote time to the relief of asthma in a child than to the care of 
chronic bronchitis and emphysema! The effort he must expend will be 
related to his own prior experience, and many doctors have looked back with 
regret to the failure of their medical course to provide some training in 
psychotherapy. 

The word ‘functional’ is only too often synonymous in the doctor’s mind 
with ‘poor moral fibre’; the rejection of the psychological factor in disease 
is generally accompanied by a barely disguised contempt for the sufferer. 

The problem of the incurable case demands mention. There is for example 
the true chronic hypochondriac whose psychopathy is certainly beyond 
radical treatment, either by the family doctor or by the psychiatrist. In 
addition, it often happens that much time and effort and diligent questioning 
and explanation may be expended on a patient whose understanding is too 
poor to comprehend the mechanisms of his illness. It is therefore essential 
to make some evaluation of intelligence at the beginning of treatment. An 
error of assessment is easy to make, especially with a middle-class patient 
whose educated speech may disguise a low intelligence, which always carries 
a poor prognosis in these cases. ‘Thus, it may be advisable to restrict the 
expenditure of valuable time to patients with a better chance of success. 

At the other pole is the patient of good personality with psychogenic ill- 
ness, who may be penalized by repeated investigations for organic lesions 
simply because he may seem to be an ‘unlikely type’ to be suffering from a 
stress disorder. 

From the patient’s point of view there are other difficulties. In the first 
place the cure of all illness by a bottle of medicine or other charm has a pro- 
found, almost archetypal significance. ‘This recourse to the magical is, of 
course, diligently nurtured by the manufacturers of proprietary medicines. 
There are also the traditional attitudes to psychiatric illness; fear and shame 
on the part of the sufferer and contempt or frank non-belief on the part of 
the community. Inevitably therefore in a great many cases the patient will 
go to the doctor with a request for medicine and, without real sympathy and 


patience on the part of the doctor, will seldom disclose the real extent of his 


troubles. 
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THE FUNCTION AND PLACE OF THE GENERAL PRACTITIONER 
IN THE MANAGEMENT OF STRESS BISORDERS 
(Keith Gillison) 
This survey has brought home to those taking part in it the importance of 
stress as a cause of ill health. It would appear that one-fifth, or more, of the 
ills that our profession has to treat are at least partly occasioned by stress. 
One-fifth is no small fraction, and surely this is one aspect of medicine’s 
task which deserves more attention than it has often had in the past. 

Ought we to multiply greatly the number of our psychiatric specialists? 
Even if these were available, and even if the Health Service had ample funds 
to pay a greatly augmented consultant staff, would that be the ideal way of 
tackling the problem? Would our patients with duodenal ulcer, psychogenic 
headache or a nervous throat, wish to be sent to a psychiatrist? Most of us, 
I think, would agree that it is the G.P. who should, in the first place at least, 
deal with these people. Dr. G. O. Barber, in an address to the General 
Practice section of the Royal Society of Medicine in December 1950, 
said: 

“The G.P. is a naturalist, pursuing his quarry and studying its habits in the jungle ; 
the specialist only the specimens in the zoo’. To put it another way, he said “The 
study of the one was in vivo and of the other in vitro’. 

In stress disorders especially, it is helpful if the physician can study his 
patient ‘in the jungle’, and here the family doctor is at a distinct advantage. 
He so often knows not only the patient but his home. He is, or should be, 
a real friend of the family. He brings the babies into the world, and sees 
them through teething troubles and the childhood ailments. He knows the 
‘sisters, the cousins and the aunts’, the in-laws and the neighbours, the 
over-anxious mother of the asthmatic daughter, the domineering father of 
the boy with enuresis. He has stood with many of his patients by the death 
bed of those they love. He is seen by his patients in the complete privacy of 
the consulting room, unsurrounded by students, and it is amazing how 
quickly and readily they will unburden themselves of some of their most 
intimate problems. 

There may be some people, however, who hold that the G.P. is not the 
one to deal with this problem; first, because he lacks the specialized training 
to equip him for this work, and, second, because he is too busy to have time 
for it. But if the G.P. does not do it, who will? By all means let us agitate for 
improvement in the curriculum of our medical schools which will send 
graduates out better equipped for this side of the work, but in the meantime 
is it not the responsibility of the G.P. to do what he can? He will learn as 
he assumes responsibility and gains experience. 

A London consulting psychiatrist recently described psychiatry as ‘largely a 
matter of common sense’ and urged that G.P.’s should themselves deal with as 
many as possible of the sufferers from stress disorders. When asked how long 
a G.P. should persist with his efforts, he suggested as a rough working rule that, if 
six sessions brought no improvement, then a psychiatrist might suitably be consulted. 


As with most things, however, the G.P. is not going to be able to do much 
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with stress sufferers without time and patience, and if we find we have not 
time for this part of our responsibility, is it then not necessary to consider 


either reducing our lists or engaging extra assistance? Obviously it is not 
feasible to spend an hour or more delving into possible causes of stress in one 
patient, while thirty or more others sit waiting to be seen. 

I am in the fortunate position of being one in a firm of four partners. 
There are two surgeries and each partner does surgery only every other day. 
The intermediate days are used mainly for home visiting, but are a good deal 
freer, and it is my custom, in the course of a surgery when it is fairly obvious 
that I am dealing with a stress disorder that cannot be dealt with adequately 
in, say, ten or fifteen minutes, to arrange a special consultation at a time 
when there is no surgery. At the special consultation, if it has not been done 
already, a thorough physical examination is made to rule out possible or- 
ganic conditions. That is of course essential, and sometimes the assurance 
so given is practically all that is required to clear up the trouble. In all cases 
it provides the foundation for treatment. To be able to say ‘Your body is 
very healthy and free from any signs of organic disease. There is no reason 
why you should not get thoroughly fit’ is a valuable starting point. 

In my experience, stress disorders have tended to fall into three main 
groups. First, those with some anxiety or phobia which can be fairly simply 
found and dealt with. Such patients, if asked, may often say they have no 
worries, but inquiries about housing difficulties, conditions at work or in 
the home, the health of relatives, will often reveal worries that are not 
recognized as such. Fear of cancer or of tuberculosis, of unemployment, or 
pregnancy, or sterility, will often emerge if there is a little prompting or un- 
hurried inquiry. The fear, when found, is of course not always easily dis- 
posed of but, even though it is not removable, the discovery of*it as a likely 
cause of the symptoms and the bringing of it out into the light, often seem 
to be of therapeutic value. 

A second group of patients consists of those who are obviously tense and 
highly strung, but in whom no particular anxiety is clearly demonstrated. In 
such cases it has often been helpful to explain the mode of origin of stress 
symptoms, and the ease with which some inner conflict, conscious or un- 
conscious, can lead to muscle tension, pain or other symptoms. The power 
of relaxation to relieve pain can be emphasized, e.g., with women in child- 
birth. The patient is encouraged to relax mentally and physically and in 
many cases improvement has followed. 

Then there is a third group of stress disorders, which receives little 
recognition, although it is one of the most widespread of all: those cases due 
to what might be called moral stress. During the past two years there have 
been several occasions when a woman has come complaining of headache, 
insomnia, or requesting a tonic. 

After a little investigation along the lines indicated above, it was found that the 


mest obvious stress factor was a husband who was inconsiderate or cruel, or who 
had left home, or ‘found someone else’, Often such a woman was found, not un- 
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naturally, to be churned up with hatred of the offending partner. In such cases it 
has often been possible to point out the danger to the patient's own health of 
resentment or hate. One naturally does not start by contradicting the wife’s invari- 
able claim that the fault is all on the husband’s side but, after allowing her to get 
a long catalogue of his sins off her chest, certain simple principles can be pointed 
out: That there is good and bad in all of us. That it is much easier for me to see 
my wife’s faults than my own, and for her to see mine than her own. That if I want 
my wife or my neighbours to be different, the thing to do is to start with myself 
and put right anything I can see wrong with myself. Criticism kills team work, 
honest apology builds it up. Such a woman is usually convinced that her husband 
is hopeless, and it is useless to imagine he can change. But it can be pointed out 
that just as a little water by continual dropping can wear away a stone, so there 
are not many people so stony-hearted that they can go on being hateful to someone 
who is persistently and unshakeably generous and loving to them. Moreover, 
whether or not the other partner responds, the patient can by such means herself find 
peace and happiness of mind and greatly improved health. In such cases, one always 
tries to arrange an interview with the husband too, to consult him about his wife's 
health. When this has been possible the same methods and principles are put to 
him and it is a great advantage to be able to work from both sides of the gulf of 
separation. 


TREATMENT OF STRESS DISORDERS IN GENERAL PRACTICE 
(Lawrence Page) 

The G.P. is the front line of defence against this type of disease. Whereas 

preventive medicine is mainly in the hands of public health authorities, here 

is a branch of medicine where propaganda and education in the principles 

of health and hygiene have little effect. A wise and experienced family doctor, 

however, can do much to nip these disorders in the bud by his counsel, and 


by his attitude to his patients and their disorders. A patient comes up with 
early symptoms and the practitioner who has a good idea, if not a definite 
knowledge, of his background is able to discern a great deal right away. If 
he thus encourages the patient to be at ease, and is obviously approachable, 
he can often find out in a short time what is the cause of stress. 

When the patient is at ease, the question, ‘What do YOU think this might 
be?’ very often produces useful information such as: 


Fear of physical disease.—This is common, but is not often elicited except 
in privacy, and with sympathy. (An up-to-date knowledge of the spectacular 
press is a great asset here, as a ‘medical’ article often produces a spate of 
symptoms.) A healthy young girl may be desperately worried that she has 
tuberculosis or cancer, but is afraid to mention it for fear of being laughed 
at, or just thought foolish. But when the fear is elicited, it can be dealt with 
easily in these early stages. 

Failure to do this was I think the cause of a long period of unnecessary suffering 
in a young married woman who complained of dysphagia. She was examined 
thoroughly, both in the surgery and by a specialist (who told her he was convinced 
it must be an organic lesion). It was not, however, discovered that her friend had 
died at an early age of cancer of the throat, and it was fear of this which was the 


cause of her distress. It went on until she had an esophagoscopy and a bronchoscopy 
performed, and then the trouble settled very slowly. 


Excessive anxiety about minor complaints on the part of the patient, or 
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parents of sick children, often perpetuates the symptoms, and adds new 
ones. Superficial reassurance is of little help, but it should help those con- 
cerned to get these things in their proper perspective. 

To give an idea of how [| have tried to attack stress disorders, I have taken 
two examples which account for a large proportion of them. 

Patients with indigestion —I do my best to avoid discovery of an ulcer. I 
try to see where the cause of stress lies and deal with that if possible. I ex- 
plain rudimentary dietary principles and give alkalis. I also explain (as the 
thought of an ulcer is nearly always in their minds) that there is no dividing 
line between indigestion and ulcer, and reasonable attention to the advice 
should avoid an ulcer developing, and so get rid of the symptoms. Per- 
sistence of symptoms, in spite of treatment, is an indication for a barium 
meal. With those patients who have a chronic ulcer, my aim is to stop that 
ulcer from being a dominating factor in their lives. 

With the early stages of anxiety state, encouragement to discuss the causes 
often succeeds. 

Finally, | believe that there is a further aspect of the problem of stress 
disorder, an aspect which has even deeper significance than stress in inter- 
personal rclations—that is, the spiritual well-being of the patient. 


EDUCATION OF TIIE MEDICAL STUDENT FOR PRACTICE 
(David Hart) 
It is clear from the previous paragraphs that 10 to 20 per cent. of a general 
practitioner’s patients are suffering from disorders in the etiology of which 


stress is an important factor, and that the proportion of his energy which 
they absorb is even greater, since each stress patient takes longer to attend 
to and needs more individual thought than the others. This is particularly 
true during a doctor’s carly years in practice while he is recognizing the scale 
of this problem and adapting himself to deal with it. Our experience has 
been that our medical education did little or nothing to teach us how to 
handle these patients efficiently and one object of this report is to consider 
how the general practitioners of the future can be better prepared for what 
awaits them. We do not pretend that students can be taught much more 
than an attitude of mind in approaching a ‘functional’ case but, if that is 
once acquired in hospital, their skill will rapidly be matured by experience 
when they reach practice. 

The departmentalism of modern medicine has led to the present situation 
in which students are taught by specialists. If the specialist can exclude 
organic disease he writes accordingly to the patient’s doctor and reassures 
the patient; some of the very great, alas, do not even do that. It is an ex- 
ceptional student who has time to imagine himself as the patient’s doctor 
and to visualize for himself what the next step should be; and it is a very 
exceptional teacher who gives him any guidance towards it. The student 
is left with the impression that if the disease is ‘functional’ it is someone 
else’s job to deal with it; an impression which persists until he gets into 
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practice and finds that someone to be himself. ‘There is no reason why this 
should be. Many cases of anxiety and neurosis which one meets in general 
practice are easily relieved if rightly approached. Moreover, their relief gives 
the doctor a deep sense of satisfaction, whereas if they are mishandled they 
become a potent cause of exasperation. It is true that a large number are not 
easily relieved, even by the expert, but the timely recognition of the difficult 
case allows effort to be spared for the easier. It should surely not be im- 
possible for the teachers of clinical medicine and surgery to give the guid- 
ance which is needed and to indicate, if they themselves cannot relieve the 
patient, how he may be helped and whether in a particular case expert help 
is needed. 

The first essential is to banish for ever from undergraduate teaching the 
attitude of impatience or amusement or even contempt towards the ‘func- 
tional’ case which is still too common, and to replace it with the same 
objective attitude with which cases of organic disease are studied. Even 
today some senior members of the profession do not distinguish clearly 
between malingering and neurosis. It is all too easy for the young doctor to 
catch the habit of contempt for the neurotic which comes from failure to 
understand the nature of his illness. Such an attitude only makes the patient 
worse and his symptoms more bizarre. Few true neurotics want to be ill; 
the hysteric who gains from his illness is rare in general practice and so are 
cases of malingering and compensation neurosis which loom quite dis- 
proportionately large in at least the surgeon’s experience of functional 
disorders. 

The second essential is that students must not be allowed to accept 
‘functional’ as a final diagnosis; some attempt should be made to teach them 
how to make a more exact diagnosis and to indicate a hopeful line of treat- 
ment, continuing the same dispassionate approach with which the ex- 
clusion of organic disease was carried out. It does not matter very much if 
the suggested diagnosis is in fact wrong—it will not prove an embarrassment 
since functional cases do not return to the clinics, and the patient will not 
suffer since his treatment will lie in other hands; but the students wili have 
had their thoughts moulded in the direction they will have to take in 
practice. We consider that the present teachers of clinical medicine and 
surgery are the right people to do this. Students regard psychiatrists as some- 
what impractical people and are most critical of their pronouncements, 
whereas they accept their clinical teachers’ judgments as generally reason- 
able. Besides, students need to be given confidence that without specialist 
training they can help these patients. 

Some suggestions which may be made about teaching methods are 
these :-— 


(1) Investigation of the social background of illness by the student himself in 
visiting the home and examining the setting in which the patient fell ill. 

(2) ‘Clerking’ on patients with stress disorders, under supervision. This helps the 
student to overcome his fear of the patient with psychogenic illness. 
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(3) Teaching on general practice by a practitioner whose outlook on medicine is 
biological, not mechanistic. 

(4) Discussion groups for students on the psychiatric aspects of medicine. This 
is a valuable instrument of teaching; what is learned in such a group is remembered. 


DIFFICULTIES IN HANDLING STRESS DISORDERS IN 
GENERAL PRACTICE 
(Bernard Finlay) 

Although surgery attendances are not high in this practice, it is still not 
possible, on the average, to allow more than about a four-minute consulta- 
tion to one patient, so that diagnosis has to be rapid, and hence incomplete 
and subjective. It is clear that the proportion of one-fifth arrived at for stress 
disorders includes a number of patients who have attended before and are 
already known. The practical test of relief or cure of illness is, of course, that 
the patient no longer attends the surgery, but when a patient does not come 
back a second time I do not conclude that the patient is better but rather 
that the symptoms do not hinder him to any great extent from carrying out 
his usual occupation and leading a normal life. Many patients seem reluctant 
to accept the suggestion that stress plays an important part in their com- 
plaint and many are unable even to understand this possibility, so that brief 
psychotherapy on the whole does not help, especially as the basic causal 
factors are beyond the power of the doctor to alter. This impression is con- 
firmed by considering the history of those patients who are referred to 
hospital with stress disorders, although this does give the general prac- 
titioner some relief in a few of the resistant cases. 

When I came to this practice I found that some patients seemed to 
benefit by having a new doctor to listen to their troubles, but I found that 
most relief was produced by medicines of the sedative type or placebos 
together with strong suggesion, rather than by attempting to find a psycho- 


logical cause which could not be dealt with. The treatment of stress disorders 
is a difficult problem for the general practitioner. Those patients who did 


improve were, to my mind, relieved by the passage of time and alteration 
in their environment. On the long view it appears that most patients go on 
year after year with remissions and relapses. Among the most difficult cases 
to treat are those with psychogenic rheumatism. 

On the whole many stress disorders are minor handicaps in life even 
though they may cause a lot of unhappiness, and these patients are in the 
main able to carry on a normal life without too much disorganization. 


INCIDENCE OF STRESS DISORDERS IN GENERAL PRACTICE 
Although in recent years there has been a good number of articles which 
deal with ‘psychosomatic’ disorders in general practice, studies of incidence 
comparable with ours are very few. Estimates of incidence are variously 
given as 3 per cent. (Guiang, 1949), 50 to 70 per cent. (Moriarty, 1948), 
64 per cent. (Livni, 1948), ‘up to 80 per cent.’ (McCartney, 1950). Sir Allen 
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Daley, in his article on “The ITealth of the Nation’ (1951), commented that 
the psychoses and psychosomatic illnesses are probably the greatest single 
group of causes of unhappiness and inefficiency. 

An analysis which is near to ours in method is that of Dr. C. A. H. Watts 
and Dr. B. M. Watts of Ibstock, who have been kind enough to let us have 


the results of a year’s survey of practice for 1951: 
No. 
Total number of patients seen during the year 2,828 
Psychosomatic disorders ..........seseee: 316 
Acute psychoses and neuroses 
Chronic psychoses and neuroses 


Total of stress disorders 


The practice is one of 8000 in a small country town. Although there may 
be differences in classification, the proportion of stress disorders does not 
differ greatly from the estimate of our urban practitioners. 

The management of stress disorders in practice has been written about 
in general terms by many authors, but the results of treatment by the prac- 
titioner are seldom quoted. Denker (1946) published a study of the improve- 
ment rate of 500 patients with neuroses who were treated only by general 
practitioners: 44.5 per cent. recovered in one year, and 10 per cent. were 
still disabled after five years. On the average, the improvement rate was 65 
to 70 per cent. 


SUMMARY 


The results of a survey of incidence of stress disorders in general practice 
are reported. Analysis of diagnoses in patients seen during four sample 
months in 1952 showed the incidence in rural practice to be about 10 to 15 
per cent., and in urban practice 20 to 25 per cent. 

Some aspects of diagnosis and management of stress disorders in practice 
are discussed. 
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COLLEGE OF GENERAL PRACTITIONERS 
RESEARCH NEWSLETTER No. 2 


As the College Research Register has grown, month by month, evidence has 
come to light that more research work than was thought is being done by 
general practitioners, whose interest in their problems has enabled them to 
overcome their isolation and lack of training in research methods. One 
doctor modestly confesses that he has collected practice records in statistical 
form for many years; another has been undertaking hematological research 
at an advanced level; many others have—as one member put it—‘a drawer 
full of theories, and quite a collection of facts about disease which | have 
been unable to put together for lack of encouragement and advice’. In many 
letters received by the Research Committee there is evidence of work, 
designed and being carried out by the practitioner himself, often without 
guidance or expert advice; in some letters there is a record of achievement— 


a reprint of a paper read to a medical society or published in a medical 


journal; in each there has been an indication of willingness on the part of 
the practitioner to apply himself to new tasks if given a lead. In increasing 
measure, also, those who undertake institutional research are realizing that 
they see the later stages of diseases, and they now seek from general prac- 
titioners information as to how these diseases begin. 

It is hoped that important advances in medicine will come from a fuller 
understanding of this field, in which 20,000 general practitioners are daily 
at work, and means must be found of exploring this source of clinical 
material. ‘This is the challenge that the whole medical profession must meet. 
Neither the hospital worker nor the general practitioner can carry out this 
work alone. The hospital worker, trained in a more impersonal world, lacks 
experience in handling people in their own surroundings and may not easily 
adjust himself to the different methods of estimation and assessment which 
are necessary in dealing with unselected human material. The general prac- 
titioner may lack training in the scientific method and approach, for he has 
little opportunity to develop it. He must be encouraged to record 
accurately and quickly and to draw from his records conclusions which are 
uninfluenced by personal bias and which will stand up to objective scrutiny 
and criticism by other workers. The techniques of record-keeping, mechanical 
analysis and sorting, group study, and all other useful methods developed by 
other research workers must be applied to the problems of general practice. 

The research organization of the College may in future come to act as a 
catalyst in accelerating these evolutionary processes, of which the beginnings 
have come to light in the past year; and it may be that the newly formed 
Clinical Research Board of the Medical Research Council will make it 
possible for a research worker to make a career in general practice which is 
equal in opportunity to that in any institutional field. 


February, 1954. Vol. 172 (197) 
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PROGRESS REPORT 
(1) Measles investigation Members of the Research Register have by now 
received the letter inviting them to join in the first piece of group research 
by the College. The response has been encouraging: 38 replies came in 
during the first four days from doctors expecting to see between them not 
less than 1,400 Cases a year. 

The questions on the punch card fall into groups, e.g., identification details of the 
investigator, personal details of the patient, relevant details of his medical 
history, relevant signs of bacterial infection at the first examination, details of the 
drugs used, if any, and their purpose—whether routine, curative, or precautionary 
because of ‘bad risk’—and details of any relevant complications. There will be 
space on the back of the card for unusual or particular information. All the funda- 
mental answers can be given by ringing round a word or abbreviation on the face of 
the card. It is hoped that by getting the card out early in the New Year members 
will have a chance of becoming familiar with its use before recording starts. 

The purpose of this investigation is not merely to discover whether every 
child with measles would benefit from prophylactic penicillin or sulphon- 
amides, but also to learn when it is necessary to give either of these two 
groups of antibacterial drugs to those children in whom the risk of com- 
plications after measles is known to be unduly high. 

(2) Epidemic observation scheme.—A chance of giving this scheme a trial 
arose in September, when a series of unusual cases of pyrexia of unknown 
origin was identified in Shere in Surrey. A ‘yellow warning’ was sent to all 
members of the Research Register and from their replies it has been possible 
to see that this condition occurred initially in the East and South of England 
from July onwards. About 40 cases were seen at Orpington and the same 
number in the Oxford district. Other cases were reported from Hull, 
Leicester, Cromer, Cambridge, Hitchin and several places in Surrey. Later 
it was seen at Wolverhampton, but not until October did similar cases occur 
in the West—at Kington near Heretord, at Swansea, and later still at Senny- 
bridge near Brecon. The clinical picture was of sudden infectious fever of 
a few days’ duration with rapid complete recovery without drugs. Bloodshot 
eyes without photophobia occurred in several cases in the original outbreak. 
With the cooperation of the Public Health Laboratory Service at Colindale, 
virus studies are being made on serum and feces from some of these. 

Two main results have come from this trial: (a) We have become interested 
in a group of cases of which the clinical picture may in time be more ac- 
curately defined, so that more pathological work can be attempted to identify 
the causative organism. (b) We have demonstrated that an epidemic observa- 
tion scheme of this kind could be used to observe the earliest cases of any 
seasonally prevalent and well-recognized disease, such as influenza. Further 
developments are possible along both these lines. 

(3) A survey of the nation’s health.—Before a coordinated attempt is made 
to plan research into the general-practitioner field of illness, it will be 
necessary to learn two things: (a) the research interests of those in practice, 
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(b) the range of illness which those workers might usefully study. The re- 
search interests of practitioners are recorded in the Research Register; these 
will now be related to the field of research in which their work will be 
carried out. 


For this and for other, wider, reasons, it was decided to attempt a survey of the 
health of the whole nation. It was thought that this would show where there was 
most need for general-practitioner research, and would enable the best use to be 
made of a research weapon which is steadily growing. 

With the help of a number of members of the Research Register a memorandum 
was prepared on the Collection of Morbidity Statistics from general practice. This 
memorandum was considered by the Foundation Council of the College and ap- 
proved as a basis for planning. Discussions took place with Dr. W. P. D. Logan, 
Chief Medical Statistician to the Registrar General’s Office, and an investigation 
will be planned in detail as a combined study by the Registrar General’s Department 
and the College of General Practitioners. 

In broad outline, this investigation will be carried out by central analysis of in- 
formation collected over a period of a year or more by a group of general practitioners 
throughout the country, so as to give a statistical sample representative of the whole 
population, both geographically and by social distribution. The investigation will be 
a long one; it will require a period of careful preliminary planning with the skilled 
statistical advice of the Registrar General's Department; and, when the investigation 
begins, participating doctors will be asked to maintain a system of records which will 
be simplified so far as possible. For the duration of the investigation, record-keeping 
will need to be maintained at a high standard of accuracy, and after a while the work 
may seem tedious. It is hoped that members of the Research Register who join the 
group will cooperate wholeheartedly in this investigation; the results of such a 
survey will not only provide information of value to the College in its future work, 
but will also give to all those workers in other fields of Public Health and Social 
Medicine something which they have never had before—an accurate record of the 
state of the nation’s health at a given time. This information will be of the utmost 
value, for example, to all those who plan the country’s health care 


This investigation is one which might be repeated at intervals of perhaps 


five or ten years, possibly in relation to the national census; and as a result, 


changes in the pattern and distribution of disease in the community might 
be brought to light. When, later, members of the Research Register are in- 
vited to take part in this study, they will know that the work which they 
will be asked to do may have a very real influence on the future of the 
country’s health. 


STUDY GROUPS 
With the circulation of a Research Members’ Directory, complete up to the 
date of issue of each Newsletter, members of the Research Register will 
be able to identify others who share their particular research interests. It is 
hoped that in this way study groups will form around the nucleus of one 
practitioner who will undertake the duty of Recorder for the group. 

Certain subjects have been proposed as suitable for group study: 

(a) Respiratory tract diseases.—According to the analysis of interests ex- 
pressed by early members of the Register, interest in respiratory tract 
disease is widely shared. There are many unsolved problems in this field, 
and for the most part they are problems which can only be worked out by 
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general-practitioner observation. Discussions have taken place with the 
Director and staff of the Public Health Laboratory Service at Colindale 
concerning the accurate definition of the clinical patterns of respiratory 
diseases in relation to etiological factors. 

Dr. John Fry of 36 Croydon Road, Beckenham, Kent, is Recorder of a 
group interested in the study of acute and chronic respiratory conditions and 
has asked members who wish to take part to get in touch with him. 

(b) Hereditary diseases—The Research Committee hopes to establish a 
study group in genetics and invites practitioners interested in such prob- 
lems to communicate with Dr. R. S. Yager, go Oswald Road, Scunthorpe, 
Lincs., who has agreed to act as Recorder of this group. The Committee has 
been fortunate in obtaining the advice of Dr. J. A. Fraser Roberts of the 
London School of Hygiene and Tropical Medicine, and of Dr. C. O. Carter 
of The Hospital for Sick Children, Great Ormond Street. In addition to 
group researches there are always opportunities for individual studies by 
those who happen to have suitable cases and the help of these advisers will 
willingly be given to such individual workers. Although it is hoped that 
general practitioners from all types of practice will be interested in this 
work, there are special opportunities here for individual researchers who 
practice in isolated communities. General practitioners joining this group 
will be sent a pamphlet giving a list of the more common inherited diseases 
and a brief account of methods of collecting data for these studies. It is 
hoped that one or more familial diseases will be selected for special study by 
the group, and instruction will be given on methods of collection of data in 
a manner statistically suitable for analysis by experts. This investigation may 
well last a long time. There is a number of possible forms which group 
studies along these lines could take: 

(1) Estimation of the incidence of certain fairly common conditions (a) in the 
general population of the area, (b) among near relatives of affected individuals in 
the area (there is needed at the moment a figure for the frequency with which the 
children of men and women who have survived congeiuital pyloric stenosis also 
have the condition). 

(2) Follow-up studies of pregnancies of first-cousin marriages to bring to light 
new recessively determined disorders, and to estimate the average risk of genetic 
disease developing in the children of such marriages 

(c) Psychosomatic disease—The records of the Research Register show 
that there is a wide interest in psychosomatic conditions among its members. 
Dr. K. M. Hay, M.B.E., of 36 Sherbourne Road, Acocks Green, Birming- 
ham 27, has agreed to act as Recorder of an investigation into certain aspects 
of disease of this kind. It has been suggested that migraine, hay fever, 
urticaria, allergic rhinitis and asthma might be suitable subjects for in- 
vestigation. Members of the Research Register who are interested in this 
kind of work are asked to get in touch with Dr. Hay at the above address. 


ANNOUNCEMENTS 
The Research Newsletter.—It is hoped that the circulation and publication 
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of these Newsletters will enable other members of the College, and research 
workers in other fields, to keep in touch with work that is being done. The 
Directory and the Announcement Section, which will contain information of 
interest only to members of the Register, will be circulated but net published. 

The Research Advisory Panel.—Dr. G. 5. Wilson (Director of the Public 
Health Labcratory Service) and Dr. J. A. Fraser Roberts (of the London 
School of Hygiene and Tropical Medicine) have joined the Research 
Advisory Panel. 

The Public Health Laboratory Service.—Discussions have been held be- 
tween Dr. G. S. Wilson and his staff and two members of the Research 
Committee. It is clear that the College research organization and the Public 
Health Laboratory Service can be of help to one another. It is hoped to send 
members of the Register a circular letter describing ways in which liaison 
with the Laboratory Service may be effected. 

The Ministry of Health—On October 29, a meeting took place between 
the G.M.S. Committee of the B.M.A. and the Ministry of Health which, 
by invitation, was attended by three members of the Research Committee. 
The deputation submitted a memorandum on the White Paper ‘Clinical 
Research in the National Health Service’. This memorandum was discussed 
and it was suggested that the White Paper showed an imperfect appreciation 
of the scope of research in general practice, and that special support should 
be given to research work in the field of general practice by the Clinical 
Research Board. Strong support to the submissions of the Research Com- 
mittee was given by the members of the G.M.S. Committee. 

The Butterworth Medal.—The directors of Messrs. Butterworth & Co. 
(Publishers), Ltd., have given the College a Gold Medal to be awarded 


annual y for outstanding research work carried out in general practice. ‘The 
conditions under which the award will be made will be considered by the 
Council of the College and published later. 


Correspondence.—Please address all correspondence concerning research to 

The Chairman of the Research Committee, College of General Practitioners, 14 
Black Friars Lane, Queen Victoria Street, London, E.C.4 

Research Committee.—Drs. R. J. F. H. Pinsent (Chairman), D. G. French, 
R. H. S McConaghey, G. I. Watson. Ex officto: G. F. Abercrombie (Chairman of 
Council) and J. H. Hunt (Honorary Secretary of Council) 





CURRENT THERAPEUTICS 
LXXIV.—THE ORGANIC MERCURIAL DIURETICS 


By GRAHAM WILLIAM HAYWARD, M.D., F.R.C.P. 
Assistant Physician, St. Bartholomew's Hospital, and The National Heart 
Hospital. 


INORGANIC salts of mercury, particularly calomel or metallic mercury, were 
used for centuries in the treatment of dropsy. They had many disadvantages, 
however, including uncertain absorption, purgative action and the danger of 
producing chronic mercury poisoning. Some fifty years ago they were re- 
placed by the xanthine diuretics such as theophylline or theobromine. The 
diuretic action of the organic mercurial compounds was discovered by 
chance in 1919, when Vogl observed that following each injection of ‘nova- 
surol’ for the treatment of a patient with congenital syphilis there was an 
increase in the output of urine (Vogl, 1950). Trial of the same drug in 
patients with congestive heart failure due to non-syphilitic heart disease 
showed that an impressive diuresis often occurred, and from that date the 
reputation of the organic mercurial compounds steadily grew. The earlier 
compounds which were given intravenously often produced toxic symptoms, 
but later preparations such as ‘salyrgan’ were considerably less toxic. Today 
most of the mercurial diuretics available for parenteral use contain theo- 
phylline. This diminishes local pain and irritation and so enables injections to 
be given intramuscularly, and the speed of absorption of mercury from the 
muscles is increased. The rate of renal excretion of the mercury is also in- 
creased and toxic symptoms due to cumulation are infrequent (DeGraff et 
al., 1938a). The most recent preparation—‘thiomerin’—contains mercaptan, 
a monothiol, in place of theophylline, and may be given subcutaneously. 


MODE OF ACTION 

The diuretic action of the organic mercurial compounds is due to the effects 
of the mercury on the cells of the renal tubules and there is no conclusive 
evidence of any extra-renal action of these drugs. The renal blood flow and 
glomerular filtration rates are not increased but active tubular reabsorption 
and selective retention of electrolytes are blocked. The result of an injection 
of a mercurial diuretic is thus to increase the excretion of electrolytes, 
particularly chloride and sodium, and to decrease the absorption of water 
from the glomerular filtrate so that the urine volume is greatly increased. 
The immediate effect of the diuresis is to reduce the plasma volume, which is 
rapidly restored to normal, however, by the transfer of fluid from the inter- 
stitial spaces with resulting decrease in the degree of edema. 

After intramuscular injection the absorption of mercury is rapid, par- 
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ticularly if the compound contains theophylline, 80 per cent. being absorbed 
in thirty minutes and 97 per cent. after one hour (DeGraff et al., 1938b). 
*Thiomerin’, given subcutaneously, is absorbed more slowly. After paren- 
teral injection by any route, the mercury is rapidly removed from the blood 
and in the normal subject 50 per cent. is excreted in the urine by the end 
of two to three hours, and the bulk of the mercury has been excreted in the 
first twenty-four hours (Burch et al., 1950). In congestive failure, excretion 
is slightly slower but in renal insufficiency gross retardation of excretion of 
mercury occurs, even in the presence of a large urine volume. The diuresis 
begins three to four hours after the injection, reaches its maximum between 
the fourth and ninth hour and is usually over in twelve hours. As excretion 
of the injected mercury is rapid and complete, there is no limit to the 
number of injections which may be given if renal function is adequate and, 
although there are occasional reports of renal irritation or the nephrotic 
syndrome being caused by the long-continued use of the mercurials (Preedy 
and Russell, 1953), these complications are extremely rare. 

Although the organic mercurial compounds are absorbed if given by 
mouth or by rectum, the rate and amount of absorption are unpredictable, 
and for general use parenteral injection is best. The diuretic effect of these 
compounds is caused by an adequate concentration of mercury being present 
in the cells of the renal tubules; with oral administration only a small amount 
of the ingested mercury is absorbed, so that continued regular dosage is 
necessary for an adequate amount of mercury to accumulate in the body. The 
advantages of oral treatment are obvious but, although it is usually possible 


to produce a diuresis, the risk of mercurial poisoning or toxic reactions is 
appreciable and for that reason none of the oral preparations at present 
available can be recommended to replace parenteral injection. Rectal ad- 
ministration, using a suppository, may sometimes produce a satisfactory 
diuresis (Thomson, 1937), but the frequent occurrence of rectal irritation 
renders this method of treatment unsatisfactory in the type of patient who 
is likely to need diuretic treatment for a considerable period of time. 


INDICATIONS 
The most spectacular results of treatment with the mercurial diuretics are 
seen in patients with congestive heart failure due to rheumatic, hypertensive 
or arteriosclerotic heart disease, with normal rhythm or with auricular 
fibrillation. Failure of slight or moderate extent will usually respond to 
treatment with rest, digitalis and salt depletion by restriction of dietary salt, 
but recovery can be hastened by the use of the mercurials. In severe failure 
with massive cedema and effusions into the serous cavities, when it is desir- 
able to eliminate the edema fluid as soon as possible, treatment with the 
diuretics should be started early. In some cases of congestive failure when 
all signs of failure have disappeared after treatment in bed, failure recurs as 
soon as any increase in activity is allowed. A weekly injection of mersalyl 
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will often enable these patients to remain ambulant and to return to work. 

The beneficial effect of the mercurials in early left ventricular failure is not 
generally appreciated. ‘The earliest symptom is dyspneea on exertion with, 
particularly in elderly patients, nocturnal cough on lying down in bed. 
These symptoms are caused by pulmonary congestion and _ interstitial 
cedema of the lung but at this stage the edema is latent and there may be 
no moist sounds at the lung bases. An injection of a mercurial will usually 
cause a striking diuresis with relief of symptoms, and this procedure may 
be used as a diagnostic test if it is not certain whether the dyspneea is caused 
by heart failure, obesity or chronic bronchitis. Prompt treatment with the 
mercurials of heart failure following cardiac infarction or occurring during 
pregnancy may prevent more serious failure developing, and in either case 
the injections should be repeated as long as signs of failure persist and 
diuresis results. 

The mercurials are valuable in the preoperative preparation and post- 
operative treatment of patients with heart disease in whom elective surgery 
is planned. If time permits, those patients showing signs of congestion 
should be given a preoperative course of injections and if signs of failure 
appear first after operation, treatment should be instituted promptly. ‘The 
mercurials have no place in the immediate treatment of an attack of acute 
pulmonary edema or cardiac asthma but they are extremely useful in the 
prevention of attacks. In most of these cases there is a background of chronic 
pulmonary congestion due to left ventricular failure, and treatment with 
digitalis, salt restriction and the mercurials will often decrease the frequency 
of attacks of cardiac asthma and may stop them altogether. 

In certain types of heart failure digitalis may be ineffective but the mer- 
curials still retain their power of causing a diuresis. Heart failure due to 
active rheumatic carditis is the best example of this, particularly if the 
failure has been aggravated by the administration of cortisone or ACTH 
which may cause undue salt retention and consequent edema. Heart failure 
due to chronic pulmonary disease (chronic cor pulmonale) often fails to 
respond to digitalis and the mercurials may with advantage be used in con- 
junction with oxygen and antibiotics in the treatment of these cases. The 
correction of anamia by transfusion in patients with heart disease some- 
times causes failure, particularly if the anamia is associated with toxemia 
from infection. The use of packed red cells in place of whole blood mini- 
mizes the risk but if failure occurs a single injection of a mercurial may 
hasten the reduction of the blood volume to its pre-transfusion level. The 
treatment of metastatic deposits from carcinoma of the prostate with 
stilbeestrol and cortisone often results in edema due to salt retention oc- 
curring in patients with hypertensive or arteriosclerotic heart disease, and 
treatment with the mercurials may reduce the adema by increasing salt 
loss. 

In constrictive pericarditis, the edema will persist unless the thickened 
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pericardium is resected, but it can sometimes be kept under control by 
weekly injections of a mercurial diuretic together with a low-salt diet. 

In cirrhosis of the liver with ascites and edema, recent experience has 
shown that the fluid retention can be minimized by treatment with a high- 
protein diet and salt depletion. The latter is best obtained by rigid restric- 
tion of dictary salt but in some cases the mercurials may produce a diuresis 
and prove useful in treatment. As will be seen later the use of these drugs in 
combination with a very low salt intake may result in the appearance of the 
‘low-salt syndrome’. 


CONTRAINDICATIONS 


In general, the mercurial diuretics are contraindicated in adema of renal 
origin. The adema of acute nephritis is usually not severe and soon dis- 
appears when spontaneous diuresis takes place. In nephrotic a@dema the 
mercurials were sometimes used but they have been replaced by cortisone 
and ACTII (Luctscher and Deming, 1950). The edema of chronic nephritis 
may be due to hypertensive heart failure and in some cases the mercurials 
are cflective but must be used cautiously as, if there are signs of impaired 
renal function, renal excretion of the mercury is slow and signs of mercurial 
poisoning may occur. Albuminuria per se is not a contraindication as it is a 
common finding in congestive failure and may disappear when the failure 
responds to treatment. 

The mercurials are usually ineffective in edema due to venous or lym- 
phatic obstruction although occasionally in cases with massive edema of the 
legs they may be worth a trial. 


PREPARATIONS 

The British Pharmacopeia preparation is mersalyl, which contains not less 
than 38.5 per cent. and not more than 40.5 per cent. of mercury. For intra- 
venous or intrzmuscular injection it is available as injection of mersalyl, 
B.I’., 2 ml. of which contain 0.2 g. of mersalyl and 0.1_g. of theophylline. 
Other prcparations which are effective are ‘neptal’, and ‘salyrgan’. The 
diurctic cfTect of all of these official and proprietary preparations is approxi- 
matcly the same and for routine use mersalyl is entirely satisfactory. The 
other prc parations may be tricd in turn if mersalyl fails to produce the ex- 
pected diuresis or if any signs of hypersensitivity to the drug appear in the 
course of a series of injections, 

A recent valuable addition to the list of organic mercurial diuretics is 
‘thiemerin’, in which mercaptan replaces the theophylline contained in most 
of the others. ‘This preparation which is as effective as mersalyl as a diuretic 
has low toxicity and is given subcutancously (Batterman ef al., 1949). 

The risk of mercurialism and the higher incidence of toxic reactions make 
the use of oral preparations inadvisable, and the disadvantages of rectal 
administration have already been discussed. 
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METHOD OF TREATMENT 

For routine treatment, mersalyl injected intramuscularly into the gluteal 
region is effective and safe. There is little or no local reaction, absorption 
and renal excretion of the mercury are rapid so that the risk of mercurialism 
is small, hypersensitivity reactions are uncommon and a satisfactory diuresis 
usually results. Most of the serious toxic reactions reported have occurred 
following intravenous injection of the mercurials and this route should be 
avoided. The only satisfactory alternative to intramuscular injection is the 
subcutaneous injection of ‘thiomerin’ and this preparation should be used 
if the injection is to be given by someone untrained in the technique of 
intramuscular injection. 

In mild or moderate degrees of congestive heart failure, treatment by 
rest, digitalis and salt restriction in the diet should be used first, but if 
failure does not respond quickly the mercurials should be used. In severe 
failure, or in elderly patients in whom early mobilization is desirable, the 
mercurials should be used in addition to digitalis from the beginning, the 
first injection being of 0.5 ml. An excessive diuresis with sudden loss of 
water and electrolytes may be harmful and until the response to the drug is 
known a small initial dose should be used. If no excessive diuresis results, 
subsequent doses should be of 2 ml. and this dose should not be exceeded. 
In the early stages of treatment injections should be given every fourth day, 
and later the injection may be given weekly. If the injections are spaced in 
this way there will be little danger of disproportional loss of chloride. 
Should a rapid and sustained loss of fluid be desired, the injection may be 
given every second day but only if there is a brisk diuresis which will cause 
nearly all of the mercury in one injection to be excreted before the next 
injection is due. There is a tendency to increase the size of the dose and the 
frequency of injection if the response to the initial injection is poor, but 
this carries a serious risk of accumulation of mercury in the body. The fre- 
quency of injection should be adjusted by watching the output of urine and 
the weight of the patient. If the amount of urine passed after the injection 
gradually decreases and the patient’s weight does not increase between in- 
jections, the spacing of injections can be increased until they are finally 
discontinued. If the weight rises when increasing activity is allowed, a weekly 
injection may keep the patient free from congestion and edema and, if 
necessary, injections can be continued indefinitely. 

Some degree of salt restriction is necessary if the full benefit of the mer- 
curials is to be obtained and if the patient continues to take the normal 
amount of salt (often over 15 grammes a day), retention of sodium and water 
will necessitate more frequent injections (Nielson, Bechgard and Bang, 
1951). In cases with mild or moderate congestive failure the avoidance of 
salt, in the cooking and at table, may be all that is necessary but, in severe 
failure or if edema recurs, more rigid restriction is advisable, and salt-free 
butter and bread should be obtained. The extremely low-sodium diets, con- 
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taining only 250 mg. of sodium, are usually impracticable outside hospital 
and if used together with the mercurials may lead to undue sodium de- 
pletion and renal failure. If attention is paid to the intake of salt there is no 
need to limit the fluid intake of the patient. 

Ammonium chloride will often increase the diuresis obtained with the 
mercurials but is unnecessary in routine treatment. It should be given, how- 
ever, if the response to mersalyl is unsatisfactory or if injections are being 
given more often than every fourth day as, in the latter case, if the diuresis is 
large there may be undue loss of chlorides. The dose is 30 grains (2 g.) on 
the evening before the injection and 30 grains (2 g.) three times on the day 
of injection. 


rOXIC REACTIONS 
Toxic reactions following the administration of the organic mercurial 
diuretics are uncommon if the intravenous route is avoided. Those re- 
actions which do occur are the result of either mercurialism or hyper- 
sensitivity. 
Mercurialism does not occur if the injections are well spaced and each 


causes a good diuresis. If, however, there is impaired renal function, or if 
the injections are continued in spite of their failure to cause a diuresis, 
accumulation of mercury in the body is likely to occur. Prolonged oral 
treatment may produce the same result. The earliest sign of mercurialism is 
albuminuria and if the drug is continued the patient may develop gingivitis, 
stomatitis and colitis. Prompt recovery usually occurs if the drug is stopped 


but in severe cases it is advisable to give dimercaprol (BAL), 200 mg. 
four-hourly by the intramuscular route for two days (Long and Farah, 
19406). 

Serious reactions due to hypersensitivity have in almost all cases been 
confined to patients receiving intravenous injections, and this is the chief 
reason why this route of administration has been abandoned. These serious 
reactions are due to the effect of the mercury on the cardiovascular system, 
causing sudden death within a minute or two of the completion of the in- 
jection, sometimes with premonitory symptoms of retrosternal discomfort, 
dyspnea, giddiness and sweating (Kaufman, 1948). In non-fatal cases the 
injection may cause a generalized urticaria, convulsions, vomiting and 
ventricular arrhythmias. These reactions can all be avoided if the mercurials 
are given intramuscularly, or subcutaneously (using ‘thiomerin’). 

Minor sensitivity reactions may appear after a considerable number of 
injections has been given; they are unusual after a first injection. The most 
common is urticaria with generalized pruritus, and less frequently broncho- 
spasm, purpuric eruptions or exfoliative dermatitis and a low-grade pyrexia. 
Although the antihistaminic drugs will sometimes prevent these reactions 
appearing with subsequent injections, it is wise to change to a different 
preparation which is likely to be better tolerated. 
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Side-effects of fluid and electrolyte loss.—Excessive loss of fluid and electro- 
lytes is responsible for some of the ‘toxic reactions’ of the mercurials. A 
massive diurctic response to the initial dose of mersalyl may sometimes 
cause symptoms of dehydration such as muscle cramps, drowsiness and 
headache, and this is the reason for starting treatment “ith small doses such 
as 0.25 or 0.5 ml. The ‘low-salt syndrome’ (Schroeder, 1949) is due to 
excessive loss of sodium and chloride in the urine, and is particularly likely 
to occur if the mercurials are used with a very low (250 mg.) sodium diet. 
The symptoms are lethargy, headache, vomiting, often with a fall in blood 
pressure, increase in aedema and a rising blood urea, progressing if un- 
treated to renal failure and death. If the cause for this deterioration in the 
patient’s condition is recognized, prompt treatment with salt, either by 
mouth or intravenously, is usually effective. As these very low-sodium diets 
are rarely practicable outside hospital, the low-salt syndrome is unlikely to 
be encountered in practice if the mercurials are not given to patients with 
impaired renal function who with their polyuria may already be losing an 
excessive amount of salt in the urine. In some patients repeated large 
diureses may result in a loss of chlorides exceeding that of sodium. ‘This 
leads to alkalosis with a raised CO, combining power of the plasma, a rising 
blood urea and a clinical picture identical with the ‘low-salt syndrome’ 
(Schwartz and Wallace, 1951). It may easily be prevented by giving am- 
monium chloride, as already described, to all patients when injections are 
given more often than every four days and who respond by excreting a 
large volume of urine. 

Other side-effects of a mercurial diuretic which should be borne in mind 
are: (1) Spontaneous redigitalization or over-digitalization due tothe digitalis 
contained in the eedema fluid becoming available as the edema disappears. 
(2) Acute retention of urine in elderly patients with symptoms of prostatic 
enlargement. This provides an additional reason for using small initial 
doses until the response to treatment can be gauged. (3) An acute attack of 
gout may be precipitated in patients with chronic gout. 


REFRACTORY CONGESTIVE FAILURE 
The response to treatment with the mercurial diuretics is usually so satis- 
factory that if no diuresis occurs the case should be reviewed to see if there 
is any factor present which might prevent the mercurials acting. If there is 
undue salt or chloride depletion, the result of too rigid salt restriction, 
combined with a previously good response to diuretics, the mercurial may 
be ineffective until the electrolyte disturbance is corrected. Ilypopro- 
teinamia due to a nutritional deficiency, or associated with cardiac cirrhosis 
of the liver, may cause rapid recurrence of edema between injections. In 
some cases the patient may unknowingly be taking a large amount of sodium, 
either in his medicine as sodium salts or in proprietary saline purgatives, 
and removal of this source of excess sodium may cause the edema to dis- 
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appear. In the terminal stages of heart failure with a very low cardiac out- 
put the renal blood flow may be so low as to produce a very smill amount of 
glomerular filtrate, and blocking tubular reabsorption with the mercurials 
may not result in any increased urinary output (Vogl, 1953). 

In some patients with massive edema the mercurials may lose their 
effect; for some unknown reason, if fluid is removed mechanically from the 
legs by acupuncture the mercurials may regain their power of producing a 
diuresis and this old-fashioned method of treatment should not be for- 
gotten. The antidiuretic action of morphine and the barbiturates may some- 
times inhibit the action of the mercurials, and for this reason they should 
not be given at a time when the patient has recently had any of these drugs. 

Finally, in some cases a combination of diuretics may be effective when 
the mercurials alone fail to act. The use of ammonium chloride has already 
been described, and in some cases aminophylline, 0.24 to 0.48 g. intra- 
venously at the same time as the injection of the mercurial, may be effective. 


CONCLUSION 
The discovery of the organic mercurial diuretics is probably the most 
significant advance in the treatment of congestive heart failure since the 
introduction of digitalis by Withering in 1785. These drugs, if properly used, 
will hasten recovery from congestive failure and their long-continued use 
will often enable patients who would otherwise be confined to bed to re- 
main at work. The present preparations available for parenteral use are safe 
and effective and there is no limit to the number of injections which may be 


given. The dangerous ‘low-salt syndrome’ produced by combining the use 
of these drugs with extremely low-sodium diets is not likely to occur in 
practice outside hospital, owing to the difficulty in preparing such diets. 
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REVISION CORNER 
THE SIGNIFICANCE OF URINARY DEPOSITS 


In order that trustworthy conclusions may be drawn from an examination of the 
sediment of urine, it is important that the specimen be a reasonably concentrated 
one; the urine passed soon after fluid has been taken will be much diluted and so 
unsuitable. Moreover, it must be examined as soon as possible after being voided, 
for, particularly in an alkaline urine, a delay of hours may result in the dis- 
appearance of casts. The time of passage of the specimen should therefore be 
stated. 

If the specimen is examined by the clinician the urine should be centrifuged 
for a few minutes at a moderate speed only, otherwise casts may be destroyed. 
A hand centrifuge is therefore best. After spinning the centrifuge tube is carefully 
emptied so as not to disturb the deposit. The deposit is then gently shaken up by 
tapping the outside of the bottom of the tube. A small amount of the mixed de- 
posit is then run out from the tube on to a slide which is covered with a cover glass 
and examined first under low power (2 3rd) and then under high power (1 /6th). 
The descriptions in this article refer to appearances under the high power. 

The deposit may be crystalline or cellular and some of these are of little 
significance ; such are fibres and other foreign bodies, mucous threads, epithelial 
czlls, spermatozoa, and a great variety of crystals. Cylindroids differ from tube 
casts in being very long, flattened, and tapering; they are probably without 
significance. 

Of importance are casts, red blood corpuscles, white blood corpuscles or pus 
cells, and organisms. 


CASTS 
Casts are castings or moulds of the renal tubules and are of several varieties; 
they may be hyaline, granular, epithelial, blood, pus, fatty or waxy casts (fig. 1). 

Hyaline casts.—T hese are the basic form of which other casts are modifications. 
The hyaline cast consists of coagulated protein. It is cylindrical like a section of 
pencil with rounded or broken ends, translucent and hard to see; the addition of 
iodine solution may be needed to render it more visible. 

Epithelial casts.—If cells of the lining membrane of the tubules adhere to the 
hyaline cast it loses its translucency and its sharply cut edge. The cells and even 
their nuclei may be distinguished. 

Granular casts.—lf the cast with its epithelial covering remains for some time 
in the tubule before being passed out into the urine, the cells on its surface 
degenerate and lose their outlines so that it takes on a granular appearance. 

Fatty and waxy casts.—If the cast is retained a long time in the tubule further 
degeneration of its covering cells into fatty globules takes place. These globules 
are refractile and are therefore easily seen by alteration of the focus when using 
the low power of the microscope. Degeneration of the cast as a whole results finally 
in a waxy cast which is refractile also. Fatty and waxy casts are rarely seen. 

Blood and leucocytic casts.—If blood as well as protein enters the renal tubule 
the cells adhere to the hyaline cast on which they may be distinguished. White 
cells may similarly coat the cast. 

Significance of casts.—Whilst one or two casts per field are without significance 
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their presence in greater numbers is indicative of renal damage. Hyaline, epithelial, 
granular, and blood casts are indicative of nephritis, especially its more acute form 
The finding of unusually large epithelial and granular casts (formed in the 


connecting tubules) is an indication of severe renal damage and a poor prognosis 
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The blood urea in such cases is likely to be high. The rare fatty and waxy casts 


may be seen in chronic nephritis. 


RED BLOOD CORPUSCLES 
The possibility of contamination of the urine with menstrual blood or from piles 
or rectal bleeding must be remembered. Excluding frank or microscopic hama- 
turia, which is a larger subject, and confining ourselves to the microscopic 
observation, it fnay be said that the presence of more than two or three red blood 
cells in a high power field (1/6th) in the deposit from a centrifuged urine 
is significant. 

Significance.—Red blood cells may be seen in the renal congestion of heart 
failure, in bleeding from any cause, traumatic, calculous, neoplastic, or inflam- 
matory, anywhere in the renal tract and in particular in acute nephritis when casts 
are also seen. Blood may be derived from renal infarcts in subacute bacterial 
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endocarditis and from such pre-renal causes as scurvy, leukaemia, and the various 
forms of purpura. They are still occasionally seen, along with sulphonamide 
crystals, in patients on such therapy when insufficient fluid has been given. 


WHITE BLOOD CORPUSCLES OR PUS CELLS 
As with red blood cells, more than two or three pus cells per field call for further 
investigation. Protein is likely to be present also and culture of a catheter or 
midstream specimen is called for. 

Significance.—Pus occurs, of course, in infection of any part of the renal tract: 
urethritis, prostatitis, cystitis, or pyelitis. It may be a primary pyogenic condition 
or secondary to tuberculosis, tumour or stone. In the differential diagnosis between 
acute appendicitis and acute pyelitis in which the affected side is not completely 
blocked, the finding of a large number of pus cells in the uncentrifuged catheter 
specimen means infection of the urinary tract. This is less equivocal than the 
finding of a doubtful number of pus cells in the centrifuged deposit. 


ORGANISMS IN. THE URINE 

Freshly passed urine may be obviously purulent, from its odour or the appearance 
of the deposit. The presence of organisms is less obvious in pure bacilluria but 
their presence in quantity is shown by a shimmering opalescence which is ac- 
centuated by agitation of the urine giass. It should be held in the light but against 
a dark background. Filtration does not alter this appearance. In urine from such a 
colon bacilluria, under high power the organisms are seen in constant rapid move- 
ment. In purulent urine the pus cells are seen in great quantity and various 
organisms may be grown. 

Although the discussion of bacilluria falls outside the consideration of urinary 


deposits, clearly the finding of pus cells in the urine will call for a catheter specimen 
and culture, a plain x-ray of the renal tract, an intravenous pyclogram and 
cystoscopy and retrograde pyelography. 


CHARLES SEWARD, M.D., F.R.C.P. 
Physician, Royal Devon and Exeter Hospital. 


THE DAILY OUTPUT CF URINE IN HEALTH AND DISEASE 


THE amount of water entering the body each day is made up of that which is 
drunk (1,500 ml., or 50 oz.), that which is contained in solid food (about 700 ml., 
or 25 oz.) and that which is formed from the oxidation of foodstuffs (about 300 ml., 
or 10 oz.). Water leaves the body via the kidneys as urine, in the faces (about 
150 ml., or 5 oz.), tia the skin as insensible perspiration (about 600 ml., or 20 oz.) 
and as water vapour in expired air (about 400 ml., or 14 0z.). Since the water lost 
in the insensible perspiration, breath and faccs totals about one litre, and since 
the amount of water in solid food and the amount produced by oxidation of food- 
stuffs is also about a litre, the volume of fluid ingested and the urine volume are 
approximately equal. Thus in health the urinary volume larg: ly depends upon the 
fluid intake and usually measures about 1,500 ml. or 50 oz., but this varies widely 
according to the habits of the individual. 
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POLYURIA 

In health the voiding of large volumes of urine is due to increased fluid intake. It 
is perhaps worth remembering that alcohol itself, apart from the water taken with 
it, induces polyuria by specifically inhibiting the release of the antidiuretic hor- 
mone from the posterior pituitary; the volume of urine excreted may exceed the 
volume of fluid drunk and this is largely responsible for the intense thirst sub- 
sequently experienced. 

Polyuria, which clinically must be distinguished from frequency, may occur in 
a number of diseases and by its inconvenience, particularly as a disturber of sleep, 
be the patient’s presenting symptom. Diabetes mellitus, especially in young sub- 
jects who pass large amounts of sugar in their urine, is associated with polyuria 
and thirst often sufficiently incapacitating to bring the patient to his doctor. Here 
the polyuria is due to the osmotic effect of the sugar which prevents the normal 
reabsorption of water in the renal tubules. This is the only condition in which 
there is a urinary output of large volume and high specific gravity. Intense 
polyuria and thirst are the outstanding features of diabetes insipidus. The story 
of the patient with this condition who as he mowed his tennis lawn had to drink 
a pint of water at one end of the court and voided it in the bushes at the other end 
Is not apocryphal. Here the polyuria is due to a deficiency of the antidiuretic hor- 
mone as a result of a lesion in the hypothalamic-posterior-pituitary region; the 
thirst is secondary to the polyuria. ‘The voiding of such large volumes of urine 
with a specific gravity of less than 1.005 may also occur in hyst-rical polydipsia— 
a condition liable to be confused with diabetes insipidus but due to drinking ex- 
cessive amounts of fluid. Polyuria may also occur in any chronic renal disease such 
as glomerulonephritis and pyclonephritis in which the damaged tubules are unable 
to excrete a concentrated urine and a high urinary output is necessary to climinate 


the waste products of mctabolism. In these conditions the specific gravity is usually 
fixed at 1.008 to 1.012. 


OLIGURIA 
In health, oliguria is usually secondary to excessive sweating, but may be due 
simply to a diminished intake of fluid. In the tropics or a heat-wave, deeply pig- 
mented urine with a daily volume of 500 ml. may be voided unless a conscious 
effort is made to drink more than the usual amount of fluid. 

Oliguria, which clinically must be distinguished from urinary retention, also 
occurs when there is excessive loss of fluid through other extra-renal channels— 
via the skin in fevers, from the gut in diarrhea and vomiting, and through the 
lungs in hyperventilation due to pneumonia or diabetic coma. Some women may 
observe a falling off in urine output for some days before their menstrual period, 
at a time when there is an increase in body weight and symptoms of malaise and 
irritability. In some patients subject to migraine a reduction in urine output may 
herald an attack which is followed by diuresis. 

Any condition which reduces the rate or the pressure at which blood is supplied 
to the kidneys leads to a fall in urine volume, and oliguria is an accompaniment of 
hzmorrhage, shock, or dehydration from any cause. A reduced urine output is a 
feature of congestive heart failure, and the evidence suggests that the low urine 
volume is more related to increased reabsorption of salt and water in the renal 
tubules than to any detectable alteration in renal hemodynamics. Improvement in 
the paticnt’s cardiac status with rest and digitalis causes diuresis and restitution of 
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a normal urine output. By diminishing the amount of sodium reabsorbed in the 
renal tubules, mercurial diuretics also induce a striking diuresis. 

Diseases of the kidneys themselves may be associated with oliguria. In the early 
stages of acute glomerulonephritis the output may be reduced to 100 ml. or less 
of frankly blood-stained urine. In some other renal conditions the brunt of the 
disease seems to fall upon the tubules, and severe oliguria or anuria occurs in 
lower nephron necrosis due to an incompatible blood transfusion, sulphonamides, 
crush injuries, or poisoning with mercury (usuallv introduced into the uterus as 
an abortifacient). In these circumstances no attempt should be made to force a 
diuresis by giving fluids or infusing sodium sulphate. Pending admission to 
hospital the patient should be given only carbohydrate by mouth and sufficient 
water to cover extra-renal losses (1 litre a day). 


R. I. S. BAYLISS, M.D., M.R.C.P. 


Physician, Postgraduate Medical School of London. 


NOTES AND QUERIES 


Delayed Development in Infancy 
Query.—I have as a patient a 15-months-old 
girl, whose history is as follows: She was born 
normally. Since her birth her muscular skeletal 
development has been much retarded. Her 
muscles are lax; she cannot hold up her neck 
or her back, sit up, or stand, although she can 
move all her parts quite well. The fontanelles 
are wide open. She has the two lower front teeth 
just appearing and she is very constipated. Her 
appetite is good; she sleeps well and utters a 
few words. For the last few months I have given 
concentrated vitamin D (‘sterogyl’, 600,000 
units) by mouth and by injection, and calcium 
with vitamin D injections, and she is on mixed 
vitamin drops by mouth, all without any im- 
provement. What is the diagnosis, prognosis, 
and what could be done to help her? 


Repty.—There are not sufficient data from 
which to make a confident diagnosis. The most 
likely differential diagnosis seems to me to be: 
(1) mental deficiency, (2) amyotonia congenita, 
(3) congenital hypotonia. Other rare causes in- 
clude cervical spinal cord dislocation at birth; 
arthrogryposis multiplex congenita; platybasia, 
and atonic diplegia. 

In the case of mental deficiency, apart from 
the mechanical difficulties, the girl will have 
been late in smiling, following people moving 
around the room, turning her head to sound, 
taking an interest in surroundings and vocalizing. 
In addition she will be late in developing speech, 
The query does not say anything about these 
important aspects of development. If, however. 
the child began to smile at the usual time, 
namely, about six weeks, to vocalize two or 
three weeks later, to follow people moving 


around the room by about three months of age, 
to say single words with meaning by ten or 
eleven months of age, then the diagnosis is not 
mental deficiency, but amyotonia or hypotonia. 
In amyotonia the tendon jerks will be absent. 
In hypotonia the tendon jerks will be present 
and probably normal. 

Such gross retardation is not due to rickets, 
and therefore vitamin D in more than the dose 
given to any ordinary child will be quite useless. 
If the child is mentally defective no treatment 
will make any difference. In a case of amyotonia 
no treatment will help. If the child has hypo- 
tonia then massage may help a little, but not 
much. No medicines will help in any of these 
conditions. The only one of these conditions 
with a good prognosis is the congenital hypo- 
tonia which gradually improves over a period of 
months, so that the child is eventually able to 
walk quite well. Children with cervical spinal 
cord dislocation also may do very well. 

Proressor R. S. ILLINGWORTH, M.D., 
F.R.C.P., D.P.H., D.C.H. 


Postural Drainage at Home 


Query.—An elderly patient with chronic 
bronchitis, who has benefited from daily 
postural drainage, now asks whether there is any 
appliance on which he can lie in order to 
achieve the correct position for lung drainage, 
since he is finding leaning over the edge of the 
bed tiresome and uncomfortable. May I have 
your advice please? 

Repty.—The postural treatment of chronic 
bronchitis consists in assuming positions in 
which gravity assists the normal mechanisms of 
expectoration. By lying flat in bed on one side or 
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the other, some assistance can be obtained by 
this method in draining the lung which is 
uppermost. Most relief is often obtained by 
drainage of the basal branches of the lower 
lobes. This implies assuming the prone position 
with the buttocks on a considerably higher 
level than the chest. This position can only be 
maintained for a short time by elderly patients 
unless the legs are lowered so that the feet are 
on the same level as the head. By leaning over 
the side of the bed with the legs parallel to the 
floor, blood soon ‘rushes to the head’. 

A simple, light wooden frame has been 
constructed by Messrs. Heal & Son Ltd., 
196 Tottenham Court Road, London, W.1, for 
use by patients at home at a cost of £4. These 
frames are very useful if relief is obtained from 
postural drainage of the bases, but should be 
obtained only after the method has been shown 
to be effective. An alternative is to take a trunk 
with a couple of suitcases on top of it and a 
mattress on the top of the suitcases. 

NEVILLE OSWALD, M.D., F.R.C.P. 


The Spastic Child 

Query.—May I please have advice on instruc- 
tions to give the parents of a spastic child, aged 
five years, who has improved physically on 
‘biopar’ in the past month but is not articulating 
except for an occasional word, is still largely 
incoordinated and whilst not sleeping by day is 
very restless at night. 


Rep.y.—aAssessment of the total clinical picture 
by those experienced in diagnosis and manage- 
ment is necessary. The need is to determine 
the nature of the incoordination, in order that 
appropriate physiotherapeutic measures and 
possibly speech therapy can be applied, and the 
apparent educability of the child with a view to 
estimating the likely degree of response to 
management. Early assessment is desirable if 
the child is to benefit from the advantages of 
early initial treatment. Facilities may or may 
not be near to hand. In the first instance, 
approach should be made to the School Medical 
Officer of the Local Education Authority. 
Symptomatic treatment for the nocturnal 
restlessness is justified more especially if there 
is disturbance of the family, but should desir- 
ably be withheld until the child has been 
examined along the lines indicated. The general 
physical improvement following the exhibition 
of ‘biopar’ may conceivably have resulted from 
the correction of unsuspected deficiency of a 
growth or anti-anemic factor. It cannot be 
considered as evidence of the drug having a 
therapeutic value in relation to cerebral palsy 
per se. 


Proresson. W. S. CRAIG, M.D., F.R.C.P.ED. 


AND 


QUERIES 


Anti- Misting Preparations in 
Ophthalmology 


Query.—I am practising ophthalmology and 
living in a part of India where the temperature is 
mostly between 50 to 60° F. (10 to 16° C.), 
and when moist, as during the months of the 
monsoon, I find it difficult to test eyes for 
vision, owing to immediate fogging of the trial 
lenses as soon as they are placed before the 
eyes. Both 
prolonged and impossible. 
you suggest anything to prevent this fogging of 
the lenses? If it is preventable by any applica- 
tion, where can I get it? During the first world 
war, an impregnated piece of cloth used to be 
supplied with the gas masks to rub over the 
eye-pieces before wearing for this purpose but 
I have not seen it since. 


become 
Can 


testing and retinoscopy 


sometimes 


Rep.y.—Before the there 
anti-misting preparations, put up in the form 
of a lipstick. These preparations are now no 
longer available, but they had for a 
and which 


quite well in their natural state. A good soft 


war, were various 


basis a 


mixture of soaps glycerin, work 
soap would probably be the best single sub- 
stance, a trace being applied to the lens and 
then spread evenly over the surface with a soft 
cloth. Only a very small must be 
applied; otherwise the result will be smeary. 


It is possible to buy from dealers in motor 


amount 


accesscries in this country an impregnated anti- 
cloth; it is treating the 
windows of a car when the heater is on, and 
does the well. Such a cloth would 
probably best meet the needs of your inquirer. 

PauL HAMBLIN 


mist intended for 


job very 


Post-Natal Frigidity 


Query.—lI shall be grateful if you will kindly 
help me with the following problem which con- 
fronts me in the treatment of a patient of mine, 
a married aged 34, been 
married for just over 4 years. The first, and 
only child so far is aged six months, and the 
delivery uneventful, labour lasting five 
hours. There were no tears. She is a very placid 
type of woman, with no worries of any kind. 
Before pregnancy, she was always desirous of 
sexual intercourse, and orgasm was always ex- 
perienced. She now desires sexual intercourse, 
but experiences no sensation whatsoever, and 


woman, who has 


was 


experiences no orgasm. 

I have advised her husband to try digital 
stimulation of the clitoris before the act. This 
has been done, but with no result. I have pre- 
scribed vitamin E, 2 x s50-mg. tablets thrice 
daily, but again with no result. I have carefully 
questioned the husband as to any noticeable 
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change in the mental outlook of his wife. He 
assures me that there is none. In fact, he says, 
she is quite worried about it, and is very 
anxious to have things put right. 

If you can offer me a line of treatment in this 
case, I shall be most grateful; I have five similar 
cases in my practice at the moment. 


Rep.y.—Post-natal frigidity is common; it 
varies greatly in degree and in duration. The 
case quoted here is unusual in as much as the 
patient appears initially to have been exception- 
ally ardent and has now developed a total 
genital anesthesia. As a rule, the physiological 
component of frigidity is slight or absent: 
hypothyroidism, breast feeding and fatigue are 
anaphrodisiac states. The unconscious emotional 
component in frigidity is the most important 
factor and, unfortunately, much the least 
accessible. There are women who can only ex- 
perience orgasm on occasions when they hope to 
conceive; just as there are others who are unable 
to reach orgasm because they fear conception. 
Since this patient does not suffer from 
nervous stress, I should treat her expectantly. 
As time passes and less libido goes to the infant, 
there will probably be some return of genital 
sensation. Meanwhile, the use of a non-greasy 
lubricating jelly (e.g. K.Y., or ‘prentif’) in the 
vagina is a help and coitus should continue 
normally. The husband should be reassured that 
his wife’s difficulty does not depend upon a 
change in her affections. Later, if it seemed 
necessary, psychotherapeutic investigation could 
be undertaken. 
JOAN MALLESON, M.B., B.S. 
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Drug Therapy in Hypertension 

Tue efficacy of combined ‘rauwiloid’ and hexa- 
methonium therapy has been investigated in 25 
hypertensive patients by R. V. Ford and J. H. 


Moyer. (American Heart Journal, November 
1953, 46, 744). The dosage of hexamethonium 
was 250 mg. four times daily, gradually increased 
until an optimal response was obtained. The 
initial dose of ‘rauwiloid’ was 2 mg. four times 
daily, gradually increased to a daily total of 32 
mg., but it is pointed out that the usual daily 
dosage is 8 to 12 mg. and that ‘very little 
additional hypotensive effect is produced by the 
larger dose’. Of the 25 patients in the series, all 
had a decrease in mean blood pressure of at 
least'20 mm. Hg, whilst 20 became normo- 
tensive. In addition, there were fewer side- 
effects from hexamethonium as the effective 


dose was lower when combined with ‘rauwiloid’. 
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Climate and Rhinitis 


Query.—What are the 
geographical surroundings for a patient who 
is suffering from a long-standing persistent 
catarrhal rhinitis? If those 
effect on that condition, in what places would 
you advise the patient to live, in England and 
Wales? 


ideal climate and 


factors have any 


Rep_y.—Sufferers from catarrhal rhinitis are 
sensitive to so many factors and conditions that 
the isolation of any predominant factor is far 
from easy. There is, for instance, the influence 
of local lesions, of allergic possibilities, of 
psychological disturbances; and, although cli- 
mate is not to be disregarded, it is apt to be 
disappointing as a therapeutic measure. More- 
over we can never be sure whether humidity, 
‘purity’, atmospheric pressure or merely change 
of air is the responsible element. | would also 
remind the inquirer that all sorts of circum- 
stances must be considered, e.g. hygiene, social 
interests and diversions, which play an import- 
ant part in contributing to general health in the 
life of the type of individual who exhibits the 
catarrhal diathesis. To be categorical: on the 
whole, a relatively dry warm climate permitting 
skin activity will be beneficial, and one would 
therefore select as south coast resorts, Bourne- 
mouth, Hastings, Ventnor, and, on the south- 
west coast, Ilfracombe, Torquay, Falmouth. 
If sea air is for any reason unsuitable, the best 
inland choices are Ilkley, Malvern and Tun- 
bridge Wells. 

Sir ADOLPHE ABRAHAMS, O.B.E., M.D., F.R.C.P. 


NOTES 


It is therefore ‘suggested that most patients with 
severe essential hypertension can be initially 
treated with “‘rauwiloid”’ but those patients who 
do not respond within six to eight weeks should 
also be treated with hexamethonium’. 

The following recommendations are made for 
the use of drugs in the treatment of hyper- 
tension. ‘Rauwiloid’ should be 
patient with mild and labile hypertension. If 


used in the 


there is no response within six to eight weeks, 
it should be combined with ‘veriloid’ or ‘apresos 
line’. In severe but not rapidly progressive cases, 
‘rauwiloid’ should again be tried initially, supple- 
mented, if no adequate response, in due course 
by hexamethonium. In pro- 
gressive type of case, hexamethonium should be 
used initially, supplemented later by ‘rauwiloid’. 
For the severe malignant type of hypertension, 
and in cases of hypertensive emergencies, hexa- 


the severe and 
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methonium intramuscularly or ‘veriloid’ (con- 
tinuous intravenous infusion, and intramuscular) 
is the agent of choice. 


Intramuscular Veriloid in 
Hypertension 

As a result of their experience in a series of 35 
patients with hypertension, 17 of whom had 
malignant hypertension, J. H. Moyer and I. 
Johnson (American Journal of the Medical 
Sciences, November 1953, 226, 477) report that 
a satisfactory hypotensive action can be ob- 
tained with intramuscular veriloid. As there is 
response of in- 
carefully 


considerable variation in the 
dividual 


adjusted in each case 


patients, dosage must be 
The recommended pro- 
cedure is an initial dose of 0.6 mg. If this does 
not produce a satisfactory effect, subsequent 
doses are increased by 0.2 mg. until a definite 
respons <3 noted. Subsequent increases are by 
o.1 mg. 


individual patient is obtained. An interval of at 


until the optimal response for the 
least six hours should elapse between doses; 
occasionally the tolerated 


A satisfactory response was ob- 


minimal interval is 
twelve hours. 
tained in all their patients. ‘An optimal response 
was considered to be a reduction in blood 
pressure to approximately 150 systolic and 100 
diastolic 


reactions’, Side-effects included hiccups, saliva- 


without producing prohibitive side 
tion, nausea and/or vomiting. These were noted 
in ‘about half of the patients at optimal blood 
pressure responses, but none were considered 
Severe vomiting 


Ihe opinion is expressed that 


to be of serious consequence’. 
occurred twice. 
combined oral and intramuscular administration 
has no advantage over intramuscular therapy 
alone. 


Treatment of Hypertension 


Tue effect of I-hydrazinophthalazine (‘apreso- 


patients with hyper- 
been studied by 
R. P. Johnson (American Heart Journal, 
October 1953, 46, 593). The precise mode of 
action of ‘apresoline’ is not known, but it is 
probably both a central and a peripheral action. 
The dosage in this series was an initial dose of 


line’) in 40 ambulatory 


tensive vascular disease has 


50 mg. twice daily. “The number of daily doses 
was increased to a maximum of four, and each 
individual dose was gradually increased by 50 
mg. increments, providing the decrease in the 
blood pressure was not satisfactory and the side- 
effects were In 17 patients (42%) 
the blood pressure returned to normal; in nine 
(23%) there was lowering of the pressure, but 
not to normal, whilst in 14 (35%) treatment 
had to be suspended because of the severity of 
the side-effects. Only four patients in the whole 
series experienced no side-etiects. These con- 


not severe’. 
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sisted of headache, palpitations, flushing of the 
skin, weakness and author's 
opinion, ‘unless a significant lowering of the 
occurs within 
maximum daily of 800 


nausea, In the 


blood tuo months’ 
treatment on a mg., 


one may assume that the patient is not suscep- 


pressure 


tible to the antihypertensive action’ of the drug 


Hydrocortisone Ointment in 


Dermatology 
A PRELIMINARY 
ment containing 2.5% of hydrocortisone ace- 


report on the use of an oint- 
tate (compound F) has been published by 
R. C. V. Robinson (Bulletin of the Johns 
Hopkins Hospital, September 1953, 93, 147) 
The ointment was applied in a thin layer (1 g. 
of ointment covered approximately 300 sq. cm.) 
to the affected area thrice daily. If improvement 
was not noted within twenty-four hours after 
the first use of the ointment, treatment was 
considered a failure. Of the 28 patients with 
atopic dermatitis, 20 ‘obtained almost dramatic 
relief in the areas treated within twenty-four 
hours’, but in all of them there was an exacerba- 
tion when treatment was stopped. Twelve of 
these patients showed objective improvement of 
involved areas distant from the site of applica- 
tion of the ointment, suggesting percutaneous 
absorption. The comment is made: ‘it was noted 
that after the controlled by 
hydrocortisone, it seemed frequently to respond 
better to other local therapy than it had pre- 
viously. This is merely a clinical impression and 
needs much further investigation but may prove 
to be the most practical way of using this 
Five of with 
pruritus vulve and one of three with pruritus 


condition was 


preparation’. eight patients 


ani also responded, but again the condition 


flared up when treatment was stopped. In 
discoid lupus erythematosus, ‘good’ results were 
obtained in one patient, and a ‘fair’ result in 
two. Three patients complained of increased 
burning and itching in areas where the oint- 
ment was applied; two of these were found to 


be sensitive to the lanolin in the ointment base 


Molluscum Sebaceum 

ALTHOUGH seldom mentioned in the textbooks, 
molluscum sebaceum, according to J. Martin 
Beare (British Journal of Surgery, September 
1953, 41, 167) is ‘a very common tumour’. He 
has encountered 76 cases in a period of thirty- 
eight months. There were 35 males and 41 
females in his series, whose ages ranged from 
23 to 83. The highest incidence in both sexes 
was in the age-group 66 to 70 years. The site of 
the tumour was on the face in 64, on the ears or 
neck in 10, and on the forearm in two. One of 
the characteristics of the tumour is its rapid 


growth: 63 patients gave a history of eight weeks 
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or less, and two of these gave a history of only 
one week’s duration. It usually attains its 
maximum size, which is 1 to 1.5 cm. in diameter, 
in eight to twelve weeks. ‘After this the lesion 
probably resolves spontaneously’ but, as this 
leaves a puckered scar, removal is recommended. 
‘The clinical appearance of the tumour is 
usually sufficiently distinctive to allow a diag- 
nosis to be made, but since it is so important 
from the patient’s point of view to eliminate 
any question of squamous carcinoma, biopsy is 
usually desirable’. The etiology is unknown. 
The best cosmetic results have been obtained 
by ‘simply cutting off the top of the tumour 
flush with the skin and applying light super- 
ficial cautery to the base. The remainder of the 
tumour seems to disappear after this mild 
trauma, and the biopsy specimen so obtained, 
though not perfect, is usually good enough 
to establish finally the nature of the tumour’. 
There is little, if any, advantage in giving 
X-rays in addition to curettage. 


Sublingual Curare 

THE sublingual administration of d-tubocurarine 
has been found ‘non-toxic and very effective in 
relieving pain due to acute and chronic muscle 
spasm’ by W. B. Neff and H. Mayer (Califorma 
Medicine, September 1953, 79, 227). It was ad- 
ministered in pellets, each containing 3 mg. of 
d-tubocurarine, which disintegrated in twenty 
to thirty minutes. No toxic or unpleasant side- 
effects were noted during the course of a year, 
when 100 patients were given this form of treat- 
ment. The initial dose was usually 6 mg., which 
was repeated in ten minutes if there was no 
effect from the first dose. ‘If no improvement 
occurred within twenty additional 
curare was not helpful. Among 46 cases of back 
pain, satisfactory relief was obtained in 34, 
whilst among 35 cases of pain due to muscle 
spasm in other areas (e.g. traumatic myositis) 
satisfactory relief was obtained in 20. It is also 
said to be in the treatment of the 
scalenus anticus syndrome. ‘In general, the drug 
was found to be far more effective and reliable 
than mephenesin’. In six cases of chronic pain 
the treatment was continued for as long as nine 
months without toxic effects. 


minutes, 


of value 


Aneurine in Uterine Exhaustion 

Because of its action in promoting the acetyliza- 
tion of choline, S. Timonen and K. A. 
Schroderus (Scandinavian Journal of Clinical 
and Laboratory Investigation, 1953, 5, 207) iu- 
vestigated the effect of large doses of aneurine 
on labour pains in 47 women with uterine 
inertia and uterine exhaustion. The dose of 
aneurine was 100 mg. intravenously. Of 25 
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cases of uterine inertia, 15 were unaffected; in 
eight cases there was a slight effect and in two 
a ‘considerable’ effect. Among 22 cases of 
uterine exhaustion, only two were completely 
unaffected; in eight there were slight changes, 
in 10 a ‘considerable improvement’, and two 
were ‘markedly affected’. There is no evidence 
of deficiency of aneurine in uterine inertia, and 
it is suggested that the effect obtained in this 
investigation is due to hypervitaminosis, and is 
comparable to the improvement produced in 
ocular accommodation by large 
aneurine. It is concluded that ‘in pure cases of 
exhaustion aneurine therapy can promote the 
uterine activity, a fact which, in addition to a 
theoretical significance, can sometimes also be 
of practical value. In inertia, on the other hand, 
it seems that no more can be done than to 
eliminate the effect of exhaustion frequently 
associated with it’. 


doses of 


Trypsin Aerosol in Bulbar 
Poliomyelitis 

On the basis of their experience in one case, 
C. Varga and J. Wild (American Journal of 
Diseases of Children, September 1953, 86, 273) 
direct attention to ‘the apparent effectiveness of 
aerosol trypsin therapy in the management of 
respiratory complications encountered in bulbar 
poliomyelitis. It is felt that this method of 
therapy merits further trial and study’. Their 
patient was a boy, aged s x years, in whom, in 
spite of tracheotomy, intermittent positive- 
pressure oxygen and antibiotic aerosol therapy, 
extremely tenacious mucus made it difficult to 
maintain a clear airway, and his condition was 
steadily deteriorating. Fifty thousand Armour 
units (50 mg.) of ‘tryptar’ were dissolved in 
1 ml. of ‘tryptar diluent’, and aerosolized 
through the intermittent positive-pressure ap- 
paratus twice daily with an oxygen flow of 6 to 
8 litres a minute; this usually took ten to fifteen 
minutes. Treatment was continued twice daily 
for seven days, and then reduced to once daily 
for four days. Ten minutes before each treat- 
ment, 10 mg. of diphenhydramine (‘benadryl’) 
were injected intramuscularly to prevent pos- 
sible allergic reactions. There was general 
improvement in the patient following each 
administration, with a marked increase in the 
fluidity of the aspirated secretions, making 
aspiration much easier and more effective’. 


Toxicity of Chloroquine 

IN a series of 112 Bantu Africans of the Kikuyu 
tribe of Kenya, with hepatic ameebiasis treated 
with chloroquine, John Wilkinson (East African 
Medical Journal, October 1953, 30, 403) found 
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52 (46.4%) with toxic reactions to the drug. 
The dosage schedule was 200 mg. chloroquine 
sulphate thrice daily for fourteen days; in 20 
cases double this amount was given for seven 
days. In addition, each patient received 630 mg. 
of di-iodohydroxyquinoline thrice daily for 
fourteen days. The toxic effects included 
of weight, nervousness and emotional upset, 
skin rashes, vomiting, abdominal cramps, 
diarrhea, fall in blood pressure, headache, 
giddiness and blurring of vision. They were 
severe in 8.9%, moderate in 13.4% and mild in 
24.1%. There was no apparent correlation be- 
tween dosage and incidence of reactions, but 
they were more severe in those receiving the 
higher dosage. Female patients were more liable 
to severe reactions: of the 11 patients in whom 
treatment had to be discontinued because of 
toxic effects, nine were women. Many patients 
developed a tolerance to the drug within three to 
six days of onset of toxic manifestations. In all 
cases toxic effects disappeared within forty-eight 
hours of stopping the drug. It is suggested that 
the relatively high incidence of toxic effects in 
this series is due to the poor physique of the 
patients. The that 
patients such as drivers and pilots should not be 
allowed to continue their work while receiving 
chloroquine, because of the possibility of their 
developing giddiness or blurring of vision. It is 
considered that ‘there is no doubt that chloro- 
quine is a valuable new drug in the treatment of 
extra-intestinal ameebiasis . . . it is much less 
toxic than emetine and its discovery represents a 
definite therapeutic advance in ameebiasis’. 


loss 


recommendation 1s made 


Cortisone and ACTH in Herpes 


Zoster 

Tue effect of cortisone and ACTH in herpes 
zoster has been investigated by L. Frank and 
R. Lysiak (New York State Journal of Medicine, 
October 15, 1953, 53, 2,379). Of the 19 patients 
in the series, 11 still had active vesicles or crusts 
present, whilst eight had pain which had lasted 
for several weeks to eighteen months and had 
proved resistant to other forms of treatment. 
Twelve patients were treated with cortisone 
200 mg. daily in divided doses for three days 
and then gradually reduced to 100 mg. daily; 
three were given ACTH intravenously—25 mg 
by slow drip over a period of eight hours; four 
were given ACTH intramuscularly—z25 mg. 
four times daily. All the patients obtained relief 
from pain in two or three days. Both cortisone 
and ACTH appeared equally effective, but 
ACTH was possibly rather quicker in action. In 
most cases the pain recurred when treatment 
was stopped, but usually with lessened activity 
and controllable by aspirin 
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Aureomycin Ointment 

THE following base is recommended by Thelma 
Carr et al. (Pharmaceutical Journal, November 
28, 1953, 171, 421) for making a water-based 
aureomycin ointment for topical application 


Polawax 8 
Propylene glycol 8 
Liquid paraffin 408 
Hard paraffin 42 
Distilled water 30 m 


Polawax is a preparation of cetostearyl 
alcohol containing a polyoxethylene derivative 
of a sorbitan fatty acid ester, supplied by Croda 
Ltd., Goole, Yorks. 

This ointment retained 85% of its original 
activity after 35 days at room temperature, and 
after 50 days at refrigerator temperature. Water- 
based ointments are considered unsuitable for 
commercial production on their 
short storage time, but are sufficiently stable for 


account of 


preparation and use in hospital pharmacies. It is 
recommended that an expiry date of one month 
from the time of preparation should be marked 
on each batch. 


Smoking and Hypoglycamia 

THAT may be a 
cause of hypoglycemia is the view advanced 
by P. T. Bohan and M. G. Berry (GP, Novem- 
ber 1953, 8, 63). Over a period of seven years, 
of 38 patients in whom hypoglycemia was the 


excessive tobacco smoking 


only significant finding, 36 were heavy smokers 
The criterion for a diagnosis of hypoglycemia 
was ‘if glucose tolerance tests after four to six 
hours show values for blood sugar to be 50 mg 
or less per 100 c.c.’. The symptoms of which 


these complained, in the order of 
frequency, were dizziness and lightheadedness, 
that 
consciousness would be lost, and ‘blind staggers’ 


‘All of the thirty-six patients who discontinued 


patients 


a feeling of uncertainty, apprehension 


using tobacco were free of symptoms ascribed 
to hypoglycemia within a month’. Symptoms 
recurred if smoking was resumed, to stop again 
if smoking was again given up. Symptoms also 
disappeared in those patients who reduced their 
daily consumption of cigarettes from thirty or 
forty to ten. The authors conclude: ‘Since only 
two of our thirty-eight patients with hypo- 
glycemia as the only significant abnormal finding 
did not use tobacco to an excess, we believe 
that a diagnosis of hypoglycemia due to tobacco 
intoxication may be suggested if abstinence 
from tobacco not 


pletely controls the symptoms. 


only ameliorates but com- 
. We do not 
users or that 
of so-called functional 
persons, but we do 


contend that tobacco harms all 


tobacco is a cause 
hypoglycemia in many 
suggest that any smoker with hypoglycemia 


should be directed to abstain from tobacco’ 
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Practical Prescribing: An Introductory Guide 
for Medical Students. By A. G. Mac- 
GREGOR, M.D., B.Sc., M.R.C.P., F.R.F.P.S., 
and T. W. G. KINNEAR, M.B.E., M.B., 
Cu.B., M.R.C.P. Edinburgh: E. & S. 
Livingstone Ltd., 1953. Pp. 88. Price 6s. 

Tuis little book covers substantially the ground 

of the ‘short paper’ of the Materia Medica ex- 

amination as arranged in the University of 

Edinburgh. Because it is written in a provoca- 

tive style, presenting a great deal of information 

in a fresh and light-hearted way, it will be 
appreciated by a much wider range of students 
than those of ‘Auld Reekie’. If in places it 
serves as a mild irritant to the older and more 
experienced reader, he will forgive the authors 
because of the pleasure and amusement as well 
as the instruction received, and the teacher will 
be grateful: glad to have available at a reasonable 
price an account of certain aspects of his subject 
which receive little attention in many textbooks. 

The text is divided almost equally between 
directions for prescribing (measurement, dos- 
age, nomenclature, N.H.S., the law concerning 
drugs as well as their compilation in the pre- 
scription) and directions for the administration 
of drugs. This is followed by ten appendices, the 
most useful of which gives a list of about one 
hundred really important drugs, their doses and 
directions for their proper administration, and 
the least useful of which, from the point of view 
of the student-prescriber, deal with radioactive 
isotopes and atomic weights and_ mille- 
equivalents: whilst these are fashionable they 
are surely a little out of place here. But the con- 
version tables, the lists of drugs and their con- 
centrations for application to the skin and to the 
eyes and the ‘suitable quantities of preparations 
to be prescribed’ are all excellent. 

Drs. MacGregor and Kinnear are whole- 
hearted modernists. They have no use for Latin 
and little use for the Imperial system of weights 
and measures in prescription writing. They pay 
substantial compliments to the British Pharma- 
copeeia and to Martindale, but think little of the 
British Pharmaceutical Codex or the National 
Formulary. Yet the last N.F. represented a sub- 
stantial improvement on earlier editions and 
contains much that is sound and beyond 
criticism in addition to the few preparations 
condemned because they are ‘esoteric, elegant 
and expensive’. Are the authors accurate as well 
as amusing when they describe the N.F. as ‘the 
offspring of a liaison between the B.M.A. and 
the pharmaceutical industry’ and its origin as 
‘the result of putting the B.P.C. on a reducing 
diet’? 


Not all of us will agree that rectal paraldehyde 
has ‘no special virtue or usefulness’ or that an 
emulsion is a ‘victory for pharmaceutical tech- 
nique over critical intelligence’—what of the 
value to the fastidious child of a good emulsion 
of cod-liver oil? On p. 11 a little more informa- 
tion might be given about initial doses and the 
need to make these adequate; this is not un- 
important even for a hypnotic, and very im- 
portant for sulphonamide therapy. Concentra- 
tions of 2.5 to 10% of sulphacetamide sodium 
are unusually low for the eye (p. 82). There is 
inevitably a time lag between the establishment 
of a new drug and its receipt of an approved 
name (p. 13). But these are mi:.or details, and 
the authors are to be heartily congratulated on a 
book at once thoroughly useful and attractively 
written. 


Basic Pathology and Morbid Histology. By 
D. B. Carer, M.D., F.R.C.S. Bristol: John 
Wright & Sons Ltd., 1953. Pp. viii and 
330. Illustrations 266. Price 42s. 


Dr. CaTer’s book is aimed at the junior student 
of pathology. It is concerned with general 
pathological principles, and deals with only a 
few subjects in the special pathology of in- 
dividual subjects such as atheroma 
and Bright's which 
general repercussions. As the title implies, it 
aims at giving the beginner sufficient detail (with 
copious illustrations) of morbid 
enable him to dispense with a separate textbook 
on that subject. Within these limits this is a 
very satisfactory book. It sails over the first and 
vital hurdle, at which so many student textbooks 
fall, in that it is eminently readable. The illustra- 
tions are mostly excellent. Dr. Cater believes 


systems 


disease have extensive 


histology to 


that a good drawing of histological detail is of 
more help to the student than a microphoto- 
graph; and when the drawings (many of them in 
colour) are of as high a standard as his, one is 
inclined to agree. All his microscopic pictures 
are good, and many are exquisite. (Most of them 
appear to have been drawn by Dr. Cater him- 
self.) The macroscopic drawings are, in contrast, 
peculiarly disappointing. 

The presentation is dogmatic. This has its 
risks in a subject like pathology, and there are 
fairly frequent statements here which many ex- 
perienced pathologists would reject 
altogether or prefer to see less emphatically put 
forward—for instance the statement that myo- 
cardial ischamia in syphilis is in part due to 
syphilitic inflammation of myocardial arterioles. 
On balance, however, a dogmatic approach of 
this sort is in the reviewer's opinion desirable in 


either 
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a book for beginners. The better sustaining of 
the average student's interest more than com- 
pensates for the possibility that he may later 
have to jettison some information that he has 
accepted too readily as fact. 

This book can be confidently recommended 
to the medical student beginning the study of 
pathology. 


Mechanisms of Urologic Disease. By Davin 
M. Davis, M.p. Philadelphia and Lon- 
don: W. B. Saunders Company, 1953. 
Pp. v and 156. Figures 6. Price 22s. 6d. 


Tuts synopsis of urology is the outcome of a 
long experience in undergraduate teaching at 
the Jefferson Medical College in Philadelphia 
and is also designed for postgraduates who, 
being in urology, are 
desirous of being informed in current 
trends. Most English undergraduates regard 
any textbook as a potential help (or otherwise) 
in negotiating examinations, and at first sight it 
might appear that Dr. Davis’s unusual, by 
English standards, presentation rules out this 
book. In actual fact it is a most useful and 
commendably brief introduction to the essentials 
of urology presented in a logical manner. The 
insistence on a physiological rather than an 
anatomical approach to disease in the genito- 


while not specialists 


well 


urinary system is most commendable. 

To be critical, the chapters on lesions of the 
scrotal contents the external 
genital a are hardly detailed enough, whilst the 
tables of o ganisms with possible urological 
significance are unduly full. The chapters on 
catheterization and physical examination are 
particular'y helpful. The addition of a full and 
up-to-date series of references enables the more 
profound student to follow up any subject in 
which |e may be particularly interested. An 
excellent little book and one which will well 
repay studying. 


and lesions of 


Diveases «f Muscle. By Raymonp D. 
ApaMs, M.D., D. DENNY-BROWN, M.D., 
D.run., F.R.c.P., and Cart M. Pearson, 
M.D. l ordon: Cassell and Co. Ltd., 
1953. Pp. xv and 556. Illustrations 347. 
Price 118s. 6d. 

LITTLE attention has been paid by general 

patho!ogists to the study of muscle disease and a 

book in which information on every aspect of 

this subject has been collected from many 
sources is obviously to be desired. The first two 
parts are devoted to a consideration of the 
embryology and histulogy and the pathological 
reactions of skeletal muscle. The third part is 
concerned with the pathology of muscle disease 
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and makes most interesting reading. Sufficient 
clinical data are given to distinguish clearly the 
various types of disease. After reading this book 
one is left with the impression that there is 
scope for further investigation in muscle 
pathology in conditions not necessarily in the 
domain of the neurologist. Methods of pro- 
cedure for biopsy and necropsy and certain 
methods of staining are given in the last chapter. 
The book is well illustrated and, with very few 
exceptions, the illustrations are clear. It should 
be of great service to many who are interested 
in pathology. 


Adaptation in Micro-organisms. EDITED BY 
E. F. Gae, pu.p., and R. DAvres, M.A., 
Pu.D. London: Cambridge University 
Press, 1953. Pp. ix and 339. Illustrated. 
Price 30s. 

Tuts volume consists of fifteen papers taken as 

read, and reports on the discussions arising 

therefrom, at the Third 

Society for General Microbiology. The subject 

matter is concerned with the changes displayed 

by bacteria, fungi, bacteriophages and protozoa 
when they are subjected to alterations in their 
environment. Most of the papers make stiff 
reading to those who are unfamiliar with recent 
work on the adaptability of the enzymatic func- 
tions of micro-organisms. Of more general in- 
terest to the clinician and biologist are the five 
papers and discussions on the development of 
acquired resistance in bacteria to chemo- 
therapeutic agents. In this field much of the 
discussion is based on current on the 
hereditary mechanisms in bacteria; now that it 
has been that some bacteria can 
undergo a type of sexual fusion by which in- 
dividual bacteria can exchange certain characters 
and transmit them to their descendants, it is 
evident that these minute organisms have gained 
a much improved status in the biological world. 


Symposium of the 


views 


discovered 


Applied Cytology. By G. R. Osborn, M.B., 
B.s. London Butterworth & Co. 
(Publishers) Ltd., 1953. Pp. xi and 
168. Figures 131. Price 35s. 

Tue author is of the opinion that there is little 

doubt that the cytolozist is of greater value to 

the gynzxcologist than to any other type of 
clinician. This opinion is reflected in the book, 

about three-quarters of which are devoted to a 

consideration of the cytology of the vaginal 

smear. Much attention is paid to the 
cytology of the sputum and to that of pleural 
and peritonea! fluids and of urine. No account is 
given of the cytological examination of prostatic 
secretion, although much work has been done 


less 





222 


in this field of recent years. Aspiration biopsy of 
solid lesions is considered unjustifiable unless 
beyond surgical aid. The part dealing with 
gynecological cytology is well done and well 
illustrated. The subject is built up in a reasoned 
and ordered fashion. The difficulties and limita- 
tions of this method of examination are dis- 
cussed. The illustrations are good and much 
assistance is afforded to those engaged in this 
particular branch of cytology. 


Respiratory Function: Management in 
Disease. By Ricuarp D. TOoNKIN, M.D. 
London: Actinic Press, 1953. Pp. 64. 
Figures 11. Price 3s. 6d. 

THE subject matter of this monograph is good, 
and the author is to be congratulated on the 
way he has set out the problems of respiratory 
function in disease. Emphasis is rightly laid on 
the basic pathological and mechanical principles 
which underlie the various abnormal respiratory 
conditions. The first part comprises the anatomy 
and physiology of the upper and lower respira- 
tory tract, the assessment of respiratory function 
being based on the modern concept of maximum 
breathing capacity. The and third 
sections deal with the medical and 
surgical disease-entities. In view 6f the para- 
mount importance of physiotherapy in its 
treatment, it is surprising that lung abscess is 
not mentioned. Mention might also have been 
made of the case of the unconscious patient and 
of the patient with bulbar or respiratory 
paralysis, since physiotherapy can be literally 
life-saving. It is in these patients that the basic 
principles of postural drainage pay their biggest 
dividends. 

There is no doubt that the monograph will be 
of considerable value to physiotherapists and 
to students and practitioners alike. It would, 
however, have been of greater value had its 
literary style been of a higher standard. A doctor 
surely ought not to write of patients being 
‘relieved of their lungs’. 


second 
various 


Our Advancing Years. By Trevor H. 
HoweLt, M.R.c.P. London: Phoenix 
House Ltd., 1953. Pp. 192. Illustrated. 
Price 16s. 


Tuis book is written to intraduce to laymen the 
subject of care of the elderly, It is unblushingly 
‘popular’ in its approach and _ full of snippets 
from case histories from the author’s wide ex- 
perience. And yet it is very .readable, and an 
intelligent old patient of the reviewer, found 
it absorbing. Can one recommend it? Certainly, 
to the right people—especially those in whom 
you want.to produce the right attitude towards 


THE PRACTITIONER 


old age. For Dr. Howell is an enthusiast who 
has drawn from his wide experience and knows 
what he is talking about. Too discursive for 
nurses perhaps, it is suitable for committee 
members and many people, as yet outside the 
social services, in whom more knowledge would 
produce action of benefit to the community. 
In other words, like a film ‘documentary’, it is 
admirable for stimulating interest. If the some- 
what egotistical approach is regretted, it must 
be admitted that a more impersonal style might 
uave failed to produce the desired result. 

The table of contents, including among other 
subjects, normal old age, old folks at home, 
organizations, hostels and institutions, and the 
aged sick, indicates the scope of Dr. Howell’s 
material and he has added a useful appendix of 
statutory and voluntary sources of help for old 
people in their difficulties. 


Progress in Venereology. By R. R. WILLCox, 
M.D. London: William Heinemann 
Pp. xi and 


Medical Books Ltd., 1953. 
195. Figures 36. Price 21s. 


Tuts book is a compilation of about 1,700 
references, which have already been summarized 
by the author in the Bulletin of Hygiene in his 
annual surveys, and professes to contain little 
that is original. This limits its value. Venereo- 
logists are likely to find much of interest in this 
volume, but it is not a book to try to read 
through, as the style and degree of condensation 
will certainly produce confusion and frustration 
in the reader who attempts to use it as a book 
to bring his knowledge up to date. Those who 
desire a complete and up-to-date review of 
published work on venereology, particularly if 
they propose to branch of the 
subject, are advised to pursue their studies in 
a good medical library for we have found many 
Examples 


write on any 


of ‘the sections to be incomplete. 
taken at random are the section on Trichomonas 
vaginalis, the toxic effects of streptomycin, the 
treatment Of interstitial keratitis by cortisone, 
the treatment of non-gonococcal urethritis. Nor 
would a general physician be very enlightened 
by the section on cardiovascular syphilis. Many 
of the diagrams are a.useful supplement to the 
very condensed text. The format is excellent; 
the index is rather inadequate. 


Kosmetische Chirurgie. By PRoressor FRITZ 
ScHOrcHer. Munich: J. F. Lehmanns, 
1953. Pp. 105. Figures 8g. Price 
DM 11.50. 

Tuis little surgery 

prove interesting, if not particularly instructive, 

to.readers in.this country. It has been produced 


book on’ cosmetic should 





REVIEWS 


to indicate what can be achieved in this special- 
ized branch of treatment rather than to provide 
detailed information. Two-thirds of the hundred 
pages of text are devoted to chapters on facial 
rejuvenation (face-lifting and re- 
moval of wrinkles), the 
deformities of the nose and ear, the treatment of 
the enlarged and 
removal of unwanted fat from the abdominal 


procedures 
eyelid correction of 


pendulous breast and the 
wall. The last three chapters are devoted to 


varicose veins and ulcers, hallux 


valgus and elephantiasis. The book is well and 
richly illustrated 


Varicose 


Classics in Clinical Dermatology By 
WALTER B. SHELLEY, M.D., PH.D., JOHN 
T. Crissey, M.D., and JoHNn H. Stokes, 
M.D. Springfield, Illinois: Charles C 
Thomas; Oxford: Blackwell Scientific 
Publications, 1953. Pp. xxiii and 467. 
Figures 107. Price 75s. €d. 

Let it be said at once that to any dermatologist 

this will be a fascinating book, to be browsed in 

before going to sleep, to be referred to in more 
wakeful moments and delighted in at all times 

In it are collected the first descriptions of 143 

disease entities; the diseases from the 

humdrum to the very rare. Short biographies 
and often interesting pictures are given of many 


range 


of the men, by no means all dermatologists, 


whose writings are here collected. Several of 
their original illustrations are also reproduced 
The book starts inevitably with Robert Willan, 
the founder of 


Diseases’, published in 1808, and passes through 


dermatology, ‘On Cutaneous 
the romance of the years up to 1944. The clarity 
of thought expressed in an equal clarity of 
writing of the earlier excerpts in particular is in 
telling with the 
stricken effusions that nowadays asseil us. 


contrast jargon and cliché- 
Criticism of the selections made is bound to 
some well- 


Hax- 


missing and others, less 


be an individual matter; so that 


known names such as Herxheimer and 
thausen seem to be 
familiar and with less reason, appear. But this is 
a trivial, and the 


enjoyable book 


only, criticism of a most 


The British Contribution to Medicine. By 
Dr. J. JARAMILLO-ARANGO. Edinburgh: 
E. & S. Livingstone Ltd., 1953. Pp. xii 
and 220. Illustrations 45. Price 25s. 

In Latin America physicians play a larger part 

in politics than they do in England. To this 

cultivated type affairs 
belongs Don Jaime Jaramillo-Arango, formerly 

Rector of the medical faculty of his own Andean 


doctor and man of 
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University in Bogota, and more recently, 
Columbian Ambassador in London. This book 
is a splendid tribute to British medicine. The 
English reader feels a thrill of pride when read- 
ing of brilliant clinicians like Sydenham, 
William Jenner, and Robert Jones. He feels that 
our British pragmatic outlook (so different from 
the Latin) seems particularly suited in clinical 

such as 
Alexander 


work. There are also great scientists 
Almroth Wright, and his pupil 

Fleming. The account of the discovery of peni- 
cillin is one of the best things in this book. 
Malaria has special British connexions through 
the work of Patrick Manson and Ronald Ross; 
and a further British discovery, paludrine, has 
geography. 
Nutritional diseases have been illuminated by 
the great Gowland Hopkins. The final chapter 


even proved a contribution to 


of the book is a spirited account of modern 
cancer work 

Although the author’s aim is to display the 
British contribution fairly, the book is eclectic, 
and is really a summary of modern medicine. 
How valuable it 
server from another land tells us about our own 


is when a distinguished ob- 


excellences 


BY FERDINAND 5 \UER- 
Andre Deutsch Limited, 


1 Surgeon’s Lafe. 
BRUCH. London 


1953. Pp. 297. Illustrated. Price 1653. 


FERDINAND SAUERBRUCH was a colourful figure 
in European surgery for nearly half a century. 
He will be remembered as the inventor of the 
pressure chamber, and to 
father of 
speaks as if he were. Unfortunately he was a 
British and 
dards and he worked in a country 


differential some 


extent as the thoracic surgery. He 


poor operator by American stan- 
where good 
anesthesia was and still is unknown. Apart 
from this piece of original work, Sauerbruch 
remarkable for his colourful and 
forceful personality. He shouted and he bluffed 


and he bullied, and he got what he wanted. He 


was chiefly 


shouted his way into a succession of chairs of 
surgery. He shouted his way into the homes of 
millionaires and the palaces of princes. He made 
which he he made 


a large fortune 


it 


spent as 


Any 
As a study in the Jehovah complex it should 
With all his 
man otf 


surgeon will enjoy reading this book 


interest a psychologist. faults, 
Sauerbruch was a 


He was about the only man who stood up to 


supreme courage 


Hitler and got away with it, and when the end 
While the 
Fuehrer fled to the deepest dugout Sauerbruch 
went on while shells fell 
round him, and he was operating when the 
Russian soldiers poured into his theatre. 


came he remained by his patients 


operating Russian 
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Medicine in Oxford: A Historical Romance. 
By Maurice DAVIDSON, D.M., F.R.C.P. 
Oxford: Basil Blackwell, 1953. Pp. 7o. 
Figures 13. Price 10s. 6d. 


Tuts evocation of the spirit of Oxford by one 
of her distinguished medical sons is a gracious 
tribute to the cultural tradition which, alas, is 
rapidly being driven from our profession by the 
onslaught of the hordes of materialistic philis- 
tines who are now overwhelming what was once 
the noble art of healing. It constitutes the 
Fitzpatrick lectures for 1952-53, delivered be- 
fore the Royal College of Physicians of London. 
From the black-and-white reproduction of the 
exquisite water-colour of Magdalen Bridge, 
which introduces the book, to the final perora- 
tion it constitutes a perfect pen-picture which 
will be appreciated by all who practice the art of 
medicine, irrespective of their alma mater. 


NEW EDIT’ ONS 
Pharmacology, by J. 11. Gaddum, sc.D., M.R.C.S., 
L.R.C.P., F.R.S., in its feunth «dition (Oxford 
University Press, 35s.) has undergone thorough 
revision, and many additions have been made to 
bring it up to date. As a textbook for the medical 
student it is one of the best of its kind and 
worthily maintains the high standards of the 
author’s two famous predecessors in I-dinburgh 
—A. R. Cushny and A. J. Clark. The only 
criticism, and this is one which could be applied 
to most modern textbooks of pharmacology, is 
that the clinical sections scarcely maintain the 
high standards of the purely pharmacological 
sections. The sections on threadworms and the 
organic arsenicals are excellent examples of how 
pharmacological thought is liable to get out of 
step with clinical medicine. And after all, 90% 
of the medical students of today are the clinicians 
of tomorrow. 


Therapeutics in Internal Medicine, edited by 
F. A. Kyser, M.D., F.A.C.P., in its second edition 
(Cassell and Co. Ltd., £5 10s.) has been 
thoroughly revised, and twelve new sections 
added. The book now comprises the con- 
tributions from eighty-four authorities. As in the 
previous edition the subject matter is limited to 
the treatment of medical diseases although, 
when called for, due consideration is given to 
physiological and etiological considerations. The 
result is a concise authoritative account of 
modern American therapeutic practice. The 
contents are clearly set out and individual items 
are easy to find. The printing and producticn 
are excellent. It is a book which any physician 
will be glad to have. 
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The Midwife’s Textbook, by R. W. Johnstone, 
C.B.F., M.D., F.R.C.S.ED., F.R.C.0.G., sixth edition 
revised by W. I. C. Morris, M.B., F.R.C.S.FD., 
F.r.c.0.G. (A. & C. Black, 20s.).—That a sixth 
edition of this standard textbook should be re- 
quired since it first appeared in 1944 is testimony 
in itself. The complete scope of this book, with 
its orderly arrangement of material, and clarity 
of exposition, has made it deservedly popular. 
Slight alterations have been made in the chapter 
on the fetus and fetal circulation, and the 
pathology of labour, and minor corrections 
throughout the text. The practical details given 
in the management of the new-born child are 
particularly helpful. There is little to criticize 
except the somewhat outmoded management of 
third-stage hamorrhage, and the statement that 
no rhesus-negative woman should be accepted 
for home confinement. This admirable textbook 
will continue to be of great value to pupil 
midwives, lecturers and practitioners. 


Physiology of Muscular Activity, by Peter V. 
Karpovich, M.P.£., M.D., fourth edition (W. B. 
Saunders Company, 24s.).—This book, origin- 
ally written by Dr. E. C. Schneider, is designed 
primarily to meet the needs of students of 
physical education, but contains much of in- 
terest to medical readers. It gives an excellent 
short account of the physiology of muscular 
contraction with fuller descriptions of the 
adaptations in the blood, cardiovascular and 
respiratory systems to provide the extra energy 
requirements in muscular exercise. The chapters 
on physical fitness and the tests of this elusive 
quality are written with the balanced judgment 
and authority which are to be expected from 
Karpovich and Schneider, who have been active 
workers in this field. Of particular interest to 
medical readers are the sections on fatigue, 
longevity of athletes, somatotyping, posture, 
physical activity for convalescents, the energy 
cost of various types of muscular work, and the 
various ‘aids’ in work and sports, such as 
alcohol, benzedrine, caffeine, vitamins and hor- 
mones. Many of these topics have been happy 
hunting grounds for the lunatic fringe of science 
and Dr. Karpovich has performed a_ useful 
service in stating, with an acceptable dry 
humour, his sane and conservative judgment on 
them. A particularly valuable feature is the 
bibliography of 467 references to original 
articles. 





The content< of the March number, which will contain 
a sympesiim on “The Toddler’ will be fun! on 
page I\x\ iii at the end of the adverti«ment section 





Notes and Preparations, sce page 225 
Fifty Years Ago, see page 231 
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AUREOMYCIN 


HYDROCHLORIDE CRYSTALLINE 
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LOW DOSAGE Two all-important qualities have placed aureomycin in 


the outstanding position it holds today its universally 
recognised effectiveness and its extremely wide range ol 


LOW COST action A host of pathological conditions arising from 


bacterial, rickettsial, large viral and protozoal invasion 


BROAD SPECTRUM have been found to respond to aureomycin A dosage 


of | Gm. daily is usually curative and the total dose 
required is lower than with other antibiotics Th 
DRAMATIC abbreviation of hospital stay and convalescence thus 
RESPONSE made possible by aureomycin saves many times its cost 


CAPSULES DENTAL CONES DENTAL PASTI INTRAVENOUS 
FLEXIBILITY OF NASAL : OINTMENT : OPHTHALMIC OINTMENT : OPHTHALMK Tit 


DOSAGE FORMS SOLUBLE TABLETS : SPERSOIDS* TROCHES : VAGINAL POWDER 


© Trade mari 
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LEDERLE LABORATORIES DIVISION 


(yanamid Products Lid. 


BUSH HOUSE + ALDWYCH + LONDON + W.C.2 + TEMPLE BAR 5411 
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NEW ORAL ANTIHYPERTENSIVE 


_ a yp N 
SERPASIL 
containing RESERPINE 
a pure crystalline alkaloid isolated in the 


CIBA RESEARCH LABORATORIES 


from Rauwolfia serpentina. 


It produces 


GRADUAL AND SUSTAINED 
REDUCTION OF BLOOD PRESSURE 
with MILD SEDATION 


Dosage is simple, there is a wide safety margin 
and side effects are extremely rare. 
When appropriate Serpasil may be combined with 


Apresoline-Ciba in the treatment of hypertension. 


Tablets of 0.1 mg. and 0.25 mg. in bottles of 25, 100 and 500 


* Apresoline and * Serpasii’ are registered trade marks Reg. us 


CIBA LABORATORIES LIMITED 


HORSHAM: SUSSEX 


Telephone : Horsham 1234 Telegrams : Cibalabs, Horsham 



































NOTES AND PREPARATIONS 


NEW PREPARATIONS 
‘ENTACYL’ (piperazine adipate) tablets are in- 
tended for the threadworm in- 
testation, are ‘non-toxic 
a ‘pleasant, acidulous taste, are 


treatment of 
at therapeutical dose 
levels’, have 
stable in the presence of light and air and are 
Issued in bottles of 25 and 100 un- 
coated, scored tablets, each containing 300 mg 
(British Drug Houses Ltd., 


odourless’. 


piperazine adipate 
Graham Street, London, N.1.) 
“NEUTRAPHYLLINE’, dihydroxypropyl 7-theo- 
phylline, is ‘a new derivative of theophylline in 
which the 
placed by a hydroxypropy! chain’. It is soluble in 
water, and the aqueous solution is neutral in re- 
Its indications include ‘angina pectoris, 
syndromes, and 


hydrogen-containing amine is re- 


action. 
asthma, 
hepatic 


ascites, cardiorenal 


colic’. Issued in boxes of six 3-ml 


ampoules, each containing 0.30 g., and in boxes 
of 30 tablets, each containing 0.20 g. dihydroxy- 
propyltheophylline Also sup- 
(Continental Laboratories Ltd., 110 


available as 


positories. 
Great Russell Street, London, W.C.1.) 


“NIVEMBIN’ brand ‘chloroquine/dinodohydroxy 
quinoline association in tablet form’ is intended 
for the treatment of uncomplicated amebiasis 
combined prophylaxis of 
short-term visitors 
Each tablet 


and also for the 
ameebiasis and malaria for 
to endemic areas of these diseases’. 
contains 65 mg. chloroquine sulphate (equivalent 
to 50 mg. chloroquine base) with 300 mg. di- 
iodohydroxyquinoline. (Pharmaceutical Special- 
ities (May & Baker) Ltd., Dagenham, Essex.) 


‘RAUDIXIN’ tablets each contain 50 mg. of 
Rauwolfia serpentina and are intended for the 
treatment of hypertension. They are said to be 
of extremely low toxicity and tolerance to their 
hypotensive action has not been reported 
Available in bottles of 25, 100 and 1000. (E. R. 
Squibb & Old Bond Street, 


London, W.1.) 


Sons, I17- 


‘SERPASIL’ is a ‘new antihypertensive and seda- 
tive containing “‘reserpine’’’ (a pure crystalline 
alkaloid derived from the Rauwolfia 
serpentina) for oral administration. It is said to 
be free from toxic or serious side-effects and is 
indicated in the treatment of hypertension, par- 
Available in o.1- 


root of 


ticularly labile hypertension 


mg. or 0.25-mg. tablets in bottles of 25, 100 and 
500. (Ciba Laboratories Ltd., Horsham, Sussex.) 


PHARMACEUTICAL NOTES 
Bayer Propucts Ltp. announce that in re- 
sponse to requests for the re-introduction of 


they now have 


‘avertin’ (tribromoethanol), 
available supplies of ‘avertin’ in 100-ml. bottles 
(Medical Information Department, Africa 


House, Kingsway, London, W.C.2.) 


Druc Co., Lrp., announce that 
A-S’ (procaine penicillin aqueous 


Boots PuRE 
‘Pro-stabillin 
suspension) has now been added to their range of 
Viules’ which are single-dose containers for use 
in a special all-metal syringe. Pro-stabillin A-S 
300,000 and 600,000 
treet, 


is supplied in ‘viules’ of 
I.U. (Medical Department, 
Nottingham.) 


station 


Men.ey & James Lp. announce that ‘Furacin’ 
Soluble Dressing is now 
tubes and also that the base of this preparation 
has recently been improved to make it easier to 
(Coldharbour Lane, 


available in 1-ounce 


handle in cold weather 


London, S.E.5.) 


that 
in bottles of 


announce 


Lrp 


available 


UpjoHN OF ENGLAND 
Biosulfa 250M’ is now 
2 tablets as well as in the original pack of 25 


(4 Aldford Street, Park Lane, London, W.1.) 


ADDICTION IN GREAT 
BRITAIN 


recently 


DRUG 
AccorDING to the published annual 
report of the British Government to the United 
drug 
from 


during 1952 the number of 


country receiving 


Nations, 
addicts in the 
sources was 297 (153 men and 144 
The 


under the 


drugs 


medical 


women) number of persons proceeded 


against Dangerous Drugs Act was 
208 (194 men and 14 women), among whom 


doctors, seven chemists and one 


The number of seizures of 


were 
veterinary surgeon 


seven 


In 1951 to 30 In 1952 and 
of the drug, com- 


opium rose from 17 
involved a weight of 30 kg 
pared with 21 kg. in 1951. Tnere was an appreci- 
able decline in the number of seizures of hemp. 
There were 60 convictions relating to opium 
offences, and, with the exception of one British 
subject and three Indian 
offenders were of Chinese origin. The majority 
of the convictions were in Liverpool. Of the 87 
persons convicted of hemp offences, 67 were of 
African, Indian or West Indian origin; about 
half of the offences occurred in the Metro- 
politan Police District. 


seamen, all the 


BCG VACCINATION 
AT a recent meeting of the WHO expert com- 
mittee on vaccination against tuberculosis, under 
the chairmanship cf Dr. P. W. D’Arcy Hart, it 
was reported that in Japan a total of 67 million 
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BCG vaccinations has been performed since 
1944, compared with a total of 30 million 
vaccinated since the 1939-45 War in 30 other 
countries for which figures are available. In 
Brazil, a new technique of giving BCG vaccina- 
tion by mouth in large repeated doses was said 
to be giving satisfactory results, but the com- 
mittee felt that further comparative studies were 
necessary to establish that the results were as 
satisfactory as those obtained by injection 


FROZEN FERTILITY 
Tuis is the title of an editorial note in Famil, 
Planning (January 1954), of which the following 
is an excerpt: ‘Two American workers have re- 
ported the three 
women with spermatozoa that had been frozen 
at -70° C. The babies have not yet been born 
and we don’t know for sure that they 
normal. But it has been shown, which has never 
before been certain, that frozen sperm can fer- 
tilize the ovum, with all the 
sibilities that this creates . . . A man might 
beget a child centuries after his death. Indeed, 
he might lay down a cellar of his semen to be 
drawn upon by his family over the years. Family 
relationships could become impossibly involved 


successful insemination of 


will be 


intriguing pos- 


with a man being centuries younger than his 
father’s grandchildren’. 


MORTALITY AT HOME AND ABROAD 
In the Registrar General’s Quarterly Return 
No. 419, some interesting comparisons are made 
between death rates in England and Wales and 
in other countries. In the September quarter, 
1953, the death rate per 1000 population in 
Greater London was 7.7. This compared with 
9.2 in New York, 8.6 in Stockholm, 8.0 in 
Copenhagen, 7.6 in Oslo, 6.6 in Rome, 8.3 in 
Wellington, New Zealand, Auckland 
New Zealand, 13.9 in Cape Town, and 21.0 in 
Johannesburg. In the June quarter, 1953, the 
death rate of children under one year of age in 
England and Wales was 26 per 1000 related 
live births, compared with 22 in the Nether- 
lands, 24 in Australia, 28 in the United States, 
29 in Scotland, 41 in the Irish Republic, 43 in 
France, and 53 in Italy. (H.M. Stationery 


Office, price 2s. 14d.) 


9.5 In 


SALUTARY SEWAGI 
Ir is reported that the Milwaukee, Wisconsin, 
Sewerage Commission has made arrangements 
for the production of vitamin B,, from the 
dried and disinfected sludge from the municipal 
sewage disposal plant. 


PUBLICATIONS 
Pneumoconiosis Abstracts. Volume 1. 1926-1938. 
—This is the first of two volumes which will 
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contain abstracts of all papers relating to 
pneumoconiosis published in the Bulletin of 
Hygiene since its first appearance in 1926 to the 
end of 1950. It is a most valuable compilation, 
providing a fully indexed series of abstracts by 
acknowledged experts, and refers to all im- 
portant publications concerned with pneumo 
coniosis during the period under review. The 
originals of many of 
difficult to obtain. The book will be indispens 
able to anyone interested in the development of 


these papers are now 


our understanding of the nature and prevention 
kinds. (Sir 


Pitman & Sons Ltd., price 63s.) 


of pneumoconioses of all Isaac 


The Pharmaceutical Pocket Book, the 16th 
edition of which has just been published, is a 
masterpiece of Everything _ the 
practising pharmacist needs to know is in it 
trom the law regulating pharmacy to the B.P 
It is a book 


which should be in the possession of every dis- 


conciseness. 


equivalents of household remedies 


pensing doctor. (The Pharmaceutical Press, 17 
W.C.1 


Bloomsbury London, 


18s. 6d.) 


Square, price 


Das Analzapfchen in der Geschichte der Therapie, 
by P. Diepgen, the eminent German medical 
historian, represents the first collective review 
of the history of the anal suppository in thera- 
from earliest to modern times. Of 
medical, pharmaceutical, and cultural-historical 


three 


peutics 


interest, it contains bizarre case-reports, 


illustrations, and 157 references. (Georg 


Thieme, price DM 4.20.) 


Mental-Health Aspects of Adoption, No. 70 in 
the World Health Organization Technical Re- 
port Series, is the final joint 
UN/WHO meeting of experts on the mental- 
health aspects of adoption, the members of 
which included Professor D. R. MacCalman. It 
is a careful of the subject. Its con- 
clusions include recommendations that adop- 
tion, once decided upon, should be effected as 
expeditiously as possible, and that ‘adopting 
parents should be prepared to accept the normal 
risks which come the way of natural parents’ 
The identity of the adopting parents should not 
be revealed to the natural mother, but the child 
should be aware from an early age that he is 
adopted. (H.M. Stationery Office, price 1s. 3d.) 


report of the 


review 


Insecticides. Manual of Specifications for In- 
secticides and for Spraying and Dusting Ap- 
paratus brings together in one loose-leaf volume 
all the specifications for insecticides and their 
formulations which have been issued by the 
expert committee on insecticides of the World 
Health Organization. All future additions and 


CONTINUED ON PAGE 228 
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Broad-spectrum antibiotic 


of choice in surgical infections 
such as:- 


peritonitis 

preoperatiy e prophylaxis 

bowel surgery 

contaminated wounds 

and other conditions met in 
surgical practice when due to 
the broad range of Terramycin- 


sensitive organisms 
wm 
«pact? 
* ar oxvt® 
© r grand O° . 


because 


PROMPTLY EFFECTIVE 

“Unexcelled™ for the preparation of patients for 
surgical measures on the bowel, Terramycin also 
has a pronounced effect on the bacterial flora 


“evident after 36 to 48 hours of therapy 


WELL TOLERATED 


Typical of clinical reports is the conclusien that 
Terramycin “has not exhibited toxicity, and side- 


effects have not constituted a problem in therapy ™.* 


Terramycin can yow be used for all snitable conditions in 
Hospitals in Great Britain, and a complete range of oral, 
topical, intravenous and intramuscular dosage forms is available. 


(Pfizer) 
REFERENCES 
|. Arch. int. Med. 86:649 (Nov ) 1950 


2. New York Serte J. Med. 50:2173 
(Sept. 15) 1950 


Full literature is available and will be supplied on request 


PFIZER LTD «+ FOLKESTONE «+ KENT 


“GRAM FOR GRAM TERRAMYCIN IS UNEXCELLED AMONG BROAD-SPECTRUM ANTIBIOTICS” 
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amendments to these specifications will be for- 
warded on request to the holders of this volume, 
the cost of this service being included in the 
original purchase price. (World Health Or- 
ganization, Palais des Nations, Geneva, price 
60s.) 


Malaria Terminology. This report of a drafting 
committee appointed by the World Health 
Organization is No. 13 in the World Health 
Organization Monograph Series. It is inevitable 
that an enormous terminology should be built 
up around a disease affecting millions of people 
living in many different countries. That this 
terminology should need standardizing from 
time to time is also inevitable and the authors of 
this monograph are to be complimented on the 
thoroughness with which they have accom- 
plished their task. They have compiled more 
than a glossary, for the various parasites and 
their vectors, as well as the many procedures 
employed in malariology, are not only defined 
but described with the most commendable 
clarity. (H.M. Stationery Office, price 5s.) 


Auxiltary 
is now 


National Register of Medical 
Dispensing Opticians, 1953, 
Copies can be obtained, 


The 
Services. 


available. free, on 


application to the Secretary and Registrar, The 


Board of Registration of Medical Auxiliaries, 
Tavistock House (North), Tavistock Square, 
London, W.C.1. 


Cassell Medical Books contains full details of 
this company’s medical publications for 1953- 
54. (Cassell & Co. Ltd., 37/38 St. Andrew’s 
Hill, London, E.C.4.) 


OFFICIAL PUBLICATIONS 
On The State of The Public Health is the annual 
report for 1952 of the chief medical officer of 
the Ministry of Health. The crude death rate 
was 11.3 per 1000, which is approaching the 
record low rate of 11 per 1000 achieved in 1948. 
The most striking feature of the mortality 
tables is the decline by about one-third in the 
deaths rates of women aged 15 to 25 years. This 
decline is attributed mainly to the reduction in 
mortality from tuberculosis. On the other hand, 
deaths from cancer of the lung continued to 
rise, and at 14,218 now exceed deaths caused by 
respiratory tuberculosis (9,335). Indeed, cancer 
of the lung now comes second to cancer of the 
stomach in the list of malignant growths in the 
causes of death. Deaths from cancer reached a 
new high record of 87,642, an increase of 1,562 
over 1951. Coronary artery disease was re- 
sponsible for 61,429 deaths, compared with 
40,330 in 1948. The stillbirth rate was 22.7 per 
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1000 total live and still births, compared with 
23 in 1951. The infant mortality rate was 27.6 
per 1000 related live births, the lowest rate ever 
recorded for the country as a whole. The 
maternal mortality rate was 0.72 per 1000 total 
live and still births (0.82 in 1951). The expecta- 
tion of life at birth is now 67 years for males and 
72 years for females. 

Some interesting data are included from the 
1951 census. Compared with 1931, 4% fewer 
families had to share their dwellings with others, 
the number of dwellings had increased by over 
2,800,000, and the individuals 
living in overcrowded conditions had fallen 
from 6.94 to 2.16. An analysis of occupations 
showed that there are now fewer miners, 
textile workers and women in domestic service, 
but more builders, workers in the chemical and 
engineering industries, clerks and professional 
workers. In 1951 there were 178,000 resident 
domestic servants in households in 
England and Wales; in 1931 there were 706,800 
(H.M. Stationery Office, price 6s. 6d.) 


percentage of 


private 


The Registrar General’s Statistical Review of 
England & Wales, 1949, Supplement on General 
Morbidity, Cancer and Mental Health contains 
statistics derived from a general survey of sick- 
ness based upon interviews of 90,000 persons, 
registrations of cancer cases in hospitals, and 
records maintained in mental hospitals and 
mental deficiency hospitals. The survey of sick- 
ness shows that the number of illnesses and 
injuries per 100 persons interviewed was greater 
for women than for men: 1.4 times as great at 
ages 16-64, and 1.3 at ages 65 and over. Women 
reported more days of incapacity in the older 
group, but less than men at ages 16-64. In this 
latter group women consulted a doctor more 
often than men. For those at working ages, the 
percentage of women with four or more ailments 
per month was double that of men. The pro- 
portion aged 16-64 who reported a week or more 
of incapacity in a month was 5% for men and 
5.1% for women. 

Of all the people interviewed, 0.5% stated 
that they had spent some time in hospital during 
the month of the survey. Elderly people who 
were in hospital spent on the average half as 
long again there as persons aged 16-64 (between 
two and three weeks, compared with under two 
weeks). On the average, 5% of persons inter- 
viewed spent some time in bed during any 
month, women showing a higher proportion 
than men. Of those who were ill enough to stay 
in bed, the average time spent there was seven 
days for all ages and ten days for persons aged 
65 and over. On the average there were 167 sick- 
nesses reported per month for every 100 persons 
interviewed in the northern region, compared 


CONTINUED ON PAGE 230 





ANNOUNCEMENTS 





' 
' 
' 
' 
' 
' 
' 
' 
' 
‘ 
, 


BBOTT LABORATORIES LIMITED 





230 


with 148 sicknesses for every 100 persons in the 
south-east region, and male agricultural workers 
reported 97 sicknesses per month for every 100 


interviews, compared with 131 sicknesses for 
6d.) 


miners. (H.M. Stationery Office, price 7s. 


OFFICIAL NOTICES 
Viomycin.—It is announced by the Ministry of 
Health that a limited quantity of viomycin sul- 
phate in rubber-capped vials, each containing 
one gramme, is now available at antibiotic dis- 
tribution centres for use in suitable cases of 
tuberculous infection in N.H.S. hospitals only. 

Viomycin is a streptomyces antibiotic with 
some properties similar to those of streptomycin. 
The main indication for its use is in selected 
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cases of tuberculosis which other anti- 
tuberculous drugs cannot be used: e.g., because 
of drug resistance or drug intolerance. Like all 
known antituberculous drugs, viomycin carries 
the risk of the organism developing resistance, 
but this risk is diminished by the use of com- 
bined therapy. The recommended dosage is 2 
grammes intramuscularly (given in two doses of 
1 g. on the same day) twice weekly, combined 
with either streptomycin (1 g. twice weekly—on 
the same day the viomycin), or oral PAS 
sodium (15 to 20 g. daily), or isoniazid (200 mg 
daily). Toxic reactions include pain at the site of 
injection, fever, malaise, drug rashes, albumin- 
uria and cylindruria, and changes in the serum 


electrolyte pattern. 


in 


as 
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LLOYD-LUKE 
WE ARE BIG ENOUGH 


We are not too big to deal promptly with a small order for medical books. 
Always remember, 


IF YOU WANT A BOOK, ask us about it 
IF YOU WANT IT QUICKLY, ask us to send it 


LLOYD-LUKE (MEDICAL BOOks) LTD., 49 NEWMAN ST., LONDON, W.! 





to serve you, but 


Tel.: Langham 4255 








For professional use 





IN THE THEATRE AND IN THE SURGERY 


WRIGHT’S 
COAL TAR LIQUID SURGICAL soap 


Wright's Liquid Surgical Soap, contain 
Tar deri and Hexa 
will kil pathoge nu 
organisms tn less 


Literature and Prices on request. 


ing Coal atives 


most 


half a 


chlorophene, 


than minute. 


WRIGHT LAYMAN & UMNEY LTD 42 


50 


For personal use 


IN THE HOME FOR TOILET, BATH AND NURSERY 


WRIGHT’S 


coaL TAR TOULET soap 


This which the medical and 
nursing profe ssions find invaluable, 
ommended 
to those health is 


Obtainable from all Chemists. 


fine soap, 


justly 


merits being rec for everyday 


use whose your concern 


SOUTHWARK STREET LONDON 
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A pincer movement on PAIN 


’ 4 9 
Ed risal THE DUAL-ACTION ANALGESIC 


relieves pain . . . elevates mood 


Each * Edrisal’ Tablet contain In ‘Edrisal’ analgesic and antidepressant work in perfect 


Amphetamine (‘ Benzedrine 

sulphate 2-5 mg 7 

é ony to Puieve é a logical way > - 7 sec 
eit iain oath ieane harmony relieve pain in ogic y. The recognised 
Phenacctin 160 mg 
analgesics, aspirin and phenacetin, are reinforced by the smooth 
Available on prescription in 
bottles of $0 tablets 
euphoric action of ‘ Benzedrine ’—and thus not only the pain 
DOSAGE: 2 tablets every 3 hou 
more than 6 to 8 will not normally 


be required in 24 hours but also preoccupation with pain are attacked simultancously 





For cost to N.H.S. please see M. & J. list of costs, dated October, 1953 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 


ESP83 for Smith Kline & French International Co., owner of the trade marks * B dr 
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Graph showing percentages of 
average age of onset of meno- 
pause, drawn from figures 
compiled by the Council of 
Medical Women's Federation 
in England. 
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Why MIXOGEN is prescribed 
for menopausal symptoms 


Because it is now established that :— 


g combined male and female hormone treatment is the 


most effective in this condition. 


be the correct balance of the two hormones is essential 
both for efficacy and economy — determined by exten- 


sive clinical trial in the U.K. and unique to Mixogen. 


= both the hormones in Mixogen are completely effective 
when swallowed—thus maximum, immediate relief is 


given in the simplest and most convenient way. 


: Dosage : Initially |-2 tablets daily, reducing when possible. 
Packs: Perspex tubes of 25 tablets and bottles of 100, 


250 and 500. Literature on request. 


36mg. Methyltestosterone 
0:0044mg. Ethinyloestradio 


ORGANON LABORATORIES LIMITED 
BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 
Telephone : TEMple Bor 6785-6-7, 0251-2 Telegrams : Menformon, Rand. London 
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fifty Bears Ago 


“The public buys its opinions as it buys its meat, or takes in its milk, on the principle that it 1s 


cheaper to do this than to keep a cow. So it is, 
Samuel Butler 


but the milk is more likely to be watered.’ 
Note Books 


FEBRUARY 1904 


WHEN some five years ago a popular writer 
brought out a ‘Story of Bovine Tuberculosis’, 
he originally selected the title ‘Your Enemy the 
discarded it as being ‘somewhat 
sensational’. Fifty years ago, an outspoken 
editorial in The Practitioner refers thus to 
‘Perils in Milk’ It is now well known that 
many diseases may be conveyed by means of 
milk, this substance affording a suitable pabulum 
for the majority of pathogenic organisms. In 
our special number last month we alluded to 
the question of the conveyance of enteric fever 
by this channel, and the possibility of a milk- 
spread epidemic of diphtheria or scarlatina is 
Hence it is of the most 
community that the 

exercised in safe- 


Cow’, but 


universally accepted 
vital importance to the 
greatest should be 
guarding the purity of its milk, and the atten- 
tion of Medical Officers of Health cannot be too 
directed to this task. We therefore 
appearance of a very 


care 


strongly 


cordially welcome the 


complete and valuable account of the Bacterio- 


logy of Milk which has recently appeared, 
written by Drs. Swithinbank and Newman... . 
We do not advise “‘the merely curious,” as they 
are termed by the advertisers of attractive 
novelties, to dip into this book, lest they should 
be appalled by the list of germs which may 
luxuriate in the domestic milk-can. But scientific 
students of sanitary problems will find it a 
storehouse of information, both practical and 
theoretical.’ 

The other book recommended by the Editor 
in ‘Notes by the Way’ is James Burnet’s ‘Hints 
on Prescription-writing’ :—‘It is often said that 
prescribing is rapidly becoming a lost art, partly 
owing to the fact that little attention is generally 
paid by students to the subject—and it is 
impossible that they should attend to every- 
thing of importance, in view of the mass of 
useless information with which they are com- 
pelled by the present regulations to burden 
their memories—partly to the temptation which 
exists to make use of the many preparations 
thrust upon us by the manufacturing chemists, 
rather than take the trouble to think out the 
best combination of drugs for each particular 
patient .... The Latin language too, is a dif- 
ficulty in these days’. 

Arthur Whitfield (1869-1947), then Assistant 
Physician in charge of the Skin Department, 


King’s who has achieved 
eponymous fame through ‘Whitfield’s ointment 
in the first of “Two Lectures on Eczema’ state 
Within the last ten 


research has 


College Hospital, 


that vears an immense 


amount of 
out in order to discover the cause or causes of 


patient been carried 
eczema, and although it cannot be said that the 
exact thereby 
yet I think it has brought us appreciably nearer 
morbid 


aetiology has been established 


to a reasonable conception of the 


processes at work’. 


kilhott @ Fry 

Sir John Bland-Sutton, Bt, F.R.C.S 
(1855-1936) 

D. Barty King, M.D., M.R.C.P.Eb., presents 
‘An Enquiry into the Value of the X-Rays in 
Bronchiectasis’, and B. G. A. Moynihan, M.S., 
F.R.C.S., Assistant Leeds 
General Infirmary, describes ‘A Simple Method 
of Performing Gastro-Enterostomy and Other 
Abdominal Anastomoses’. Albert Carless, M.S., 
F.R.C.S., Surgeon to King’s College Hospital 
and Professor of Surgery in King’s College, 


Surgeon to the 
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Firty YEARS AGo—continued. 
London, contributes ‘A Review of the Recent 
Literature on Hernia,’ and StClair Thomson, 
M.D., F.R.C.P., F.R.C.S., Assistant Physician 
for Diseases of the Throat in King’s College 
Hospital, reviewing ‘Diseases of the Upper Air- 
Passages’, tells the story of a patient who was 
told to ‘summer’ in Colorado and winter in 
Algiers for bronchial catarrh. “The physician 
had omitted even to inquire about the nose, 
which was nearly blocked with polypi!’ 
A number of classics and 
popular books are reviewed this month, such 
as Walsham’s ‘Surgery’; Lazarus-Barlow’s 
‘Elements of Pathological Anatomy and His- 
tology’; Patrick Manson’s ‘Tropical Diseases’; 
Daniel John Leech’s ‘Pharmacological Action 
and Therapeutic Uses of the Nitrites and Allied 
Compounds’. High praise is given to the eighth 
edition of Mrs. J. Langton Hewis’s ‘Our Baby. 
For Mothers and Nurses’—‘well thought out 
and carefully written, and the chapters on food 
and dress are really excellent.’ In the third 
edition of “Tumours, Innocent and Malignant’, 
John Bland-Sutton, Surgeon to the Chelsea 
Hospital for Women; Assistant Surgeon, 
Middlesex Hospital, ‘has deemed it right to 
create a new genus, containing a single species, 
myeloma. He has thus, to use his own words, 
rescued the myeloid tumours of bone from the 
banal society of sarcomata. Mr. Sutton has not 
as yet completelv joined hands with the German 
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pathologists as to the origin of the so-called 
mixed tumours of the salivary glands. The 
latter observers regard these tumours as of 
endothelial origin, and this view 
gaining ground in England. Our author, how- 
ever, with his usual care and forethought and 
his strong aversion to jumping to new con- 
clusions, thinks that we are hardly in a position 
to state this definitely without more work being 
done in this direction’. On the subject of uterine 
fibroids ‘the almost 
unique, and any additional from 
him is necessarily of special value’. “The causes 
of tumours are not discussed. To quote the 
preface “they still remain unknown.” The truth 
of this statement will be generally admitted’ 
It is interesting to find the anonymous reviewer 
refer constantly to ‘Mr. Sutton’. As a matter 
of historical fact, Sutton had changed his sur- 
name in 1899 by deed poll to Bland-Sutton for 
this reason: a doctor with the same surname 
and initials, J. B. Sutton, opened a shilling 
dispensary near his house in the Euston Road. 
‘It was soon spread abroad that the dispensary 
was my venture. I took no notice until women 
brought their vaccinated, and 
occasionally rang me up in the night for cheap 
midwifery. To avoid such incidents I altered 
my door-plate to J. Bland-Sutton’. Eight years 
were spent collecting material for “Tumours’. 
The first issue was sold in a month. 
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BISMUTH IN A NEW PERSPECTIVE 


BISMUTHO 


Brand 


Trade Mark 


MASSIVE DOSE THERAPY 


in the treatment of 


PEPTIC ULCER 


BISMUTHO Compound Therapy consists of: 

A compound powder containing 75 grains of Bismuth Carbonate 
together with Magnesium Carbonate and Calcium Carbonate. 

A tablet containing Phenobarbitone and Ext. Bellad. Sicc. 

Each powder and tablet is packed in a combined unit in cartons of 30 
doses, i.e., one complete course of treatment. 


A suggested diet sheet is enclosed. 


Detailed booklet and recommended dosage available on request. 


C. J. HEWLETT & SON LTD. 


35-43, CHARLOTTE ROAD, LONDON, E.C.2 
also at 216, ORR STREET, GLASGOW, S.E. 
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The Cold wind doth blow 


Wind, rain, frost, fog and snow, and along come 

the winter chest complaints, with the attendant coughs 
and sneezes. Then BENYLIN EXPECTORANT is of 
special value. It alleviates stuffiness and gives welcome 
relief from the irritation of bronchitis, laryngitis 

and other respiratory troubles. Prepared as a 

pleasant raspberry flavoured syrup, Benylin 


Expectorant is suitable for children and adults. 


in bottles of 4, 16 and 80 fluid ounces. (Sch. 4) 


EXPECTORANT 


Parke, Davis « company UMiTED. Inc. USA 
HOUNSLOW, MIDOLESEX 


Telephone : Hounslow 236! 
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TWO WEEKS’ TEST 


will tell you why 
more people are smoking 


du MAURIER 


THE FILTER TIP CIGARETTE 


The purer the smoke the greater the enjoyment. That's the simple principle 

behind the du Maurier filter. That is why more and more people are smoking 

du Maurier cigarettes, because they find—just as you will—that the du Maurier 

filter adds to the pleasure of smoking by allowing nothing to spoil the true 

flavour of the tobacco. But why not put it to the test? If you will smoke 

du Maurier and nothing else for two weeks you will discover for yourself the 
special appeal of these fine filter-tipped cigarettes. 


CORK TIP IN THE RED BOX - PLAIN TIP (MEDIUM) IN THE BLUE BOX 
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ROYAL 


Candidates are invited for service as Medical Officers in the Royal Navy 


They must be British subjects whose parents are British subjects, and be medically fic 


will be held, but an interview will be required 


gratuity of £600 (tax free) is payable, but permanent commissions are available for selected short-service 


officers 


pletion of one year's service 


ante-date of seniority in respect of approved periods of service in recognised civil hospitals, etc 
DETAILS APPLY MEDICAL DIRECTOR-GENERAL, ADMIRALTY, S.W.! 


NAVAL MEDICAL 


Initial entry will be for four years’ short service, after which 


Officers transferred to Permanent Commissions will be paid a grant of £1,500 (taxable 


Consideration will be given to the grant of up to a maximum of seven years 


SERVICE 


preferably below 28 years 


No examination 


on com 
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the finest method of 


encouraging normal evacuation 


Despite the innumerable laxatives 
introduced since Taxol—it still remains 
the treatment of choice amongst 
physicians for the easy re-establishment of 
normal evacuation. Without purgation, 
Taxol gently but surely promotes 
the return of proper colonic function 
and encourages the resumption of 
a regular, comfortable bowel action. It is 
the method of choice for pre-operatory 
preparation, particularly for perineal 
and rectal interventions, and for 
use after operation. 


101 GREAT RUSSELL STREET, LONDOW, W.E.1 
Telephone: MUSeum 2042.3 Telegrams: Taxolabs Phone London 








From apparent defeat, many a contest is won by combined 
action. The joint administration of penicillin and the sulphon- 
amides frequently establishes successful therapy, when the oral 
administration of the antibiotic or chemotherapeutic agent 
alone has been ineffective. 

Sulpenin, containing penicillin, sulphadiazine and sulpha- 
merazine in balanced dosage is a convenient means of applying 
combined therapy in the treatment of many infections due to 
susceptible micro-organisms. By utilising the synergistic action 
known to exist between penicillin and “he sulphonamides, the 
antibecterial range is increased, the likelihood of kidney damage 
is lessened and the tendency for the bacteria to develop mutant 
Strains resistant’ to one or other of the component drugs is 


SULPENIN 


Combined Oral Penicillin and Sulphonamide Therapy 
In tubes of 10 and bottles of 100 tablets. 


CoyalinePenclin "Ores heres ‘ssiumn Salt) 100,000 units, 
Sul 0°25 gramme, Sulphadiazine 0°25 gramme. 


Literature on request. 
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